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FAMILY PLANNING SERVICES AND POPULATION 
RESEARCH AMENDMENTS OF 1973 


TUESDAY, MAY 8, 1973 


U.S. SENATE, 
SPECIAL SUBCOMMITTEE ON HUMAN RESOURCES 
OF THE COMMITTEE ON LABOR AND PUBLIC WELFARE, 
Washington, D.C. 


The subcommittee met, pursuant to notice, at 1:15 p.m. in room 
4232, Dirksen Office Building, Senator Alan Cranston (charman of 
the subcommittee) presiding. 

Present: Senator Cranston. 

Committee staff members present : Jonathan R. Steinberg, counsel to 
the subcommittee; Louise Ringwalt, research analyst; and Jay Cutler, 
minority counsel. 

Senator Cranston. The hearing will please come to order. 

This afternoon we begin hearings on the first extension of the 
Family Planning Services and Population Research Act of 1970, 
Public Law 91-572. 

In 1970, this act was the culmination of years of effort on the part 
of many groups and individuals to make family planning services 
available to all those who wanted but could not afford them, as well 
as to improve our knowledge in the fields of human reproduction and 
population dynamics so that each individual family could determine 
Its size by choice rather than by force of circumstances. 

On May 3, I introduced S. 1708, the bill before this subcommittee 
today, to extend the provisions of title X of the Public Health Serv- 
ice Áct as added by Public Law 91-572, and to improve and tighten 
its provisions to meet more clearly community needs and congressional 
intent. 

S. 1708 has very broad support in the Senate and currently is co- 
sponsored by 19 other Senators of both parties, including the chair- 
man and ranking minority member of the full committee. 

The cosponsors are: Senators Taft, Williams, Javits, Baker, Bayh, 
Brooke, Case, Goldwater, Hart, Hughes, Inouye, Jackson, McGee, 
McGovern, Metcalf, Moss, Muskie, Packwood, and Stevenson. 

This bill reflects a number of concerns which have been voiced 2 
individuals receiving services under projects authorized by title X, 
by the organized programs eligible for assistance under title X, and 
by experts in the health field who either provide these services or con- 
duct research or training programs supported by title X. 

These recommendations have been communicated to us over the last 
2 years, as a result of 6 days of oversight hearings held by this sub- 
committee, and were based upon the experience gained since enactment 
of the 1970 act. 
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In some cases, these concerns resulted from lack of specificity in 
the law as to exact congressional intent. One example of this is the 
lack of definition of *low income" in the statute. The current law 
leaves that definition to the discretion of the Secretary in carrying out 
the statutory priority for services assigned to “low income” persons. 

Last year when regulations were finally issued defining "low in- 
come,” the definition was so complex, it resulted in considerable con- 
fusion among the programs, not only in interpreting exactly who met 
the definition, but also in determining if the regulations required a fee 
to be charged to an individual from non-low-income families. 

S. 1708 would define *low income" as that level referred to by the 
Bureau of Labor Statistics as the *lower living standard budget." 
Currently, this figure is $7,214 per year for a family of four. In addi- 
tion, S. 1708 prohibits the charging of any fee in programs supported 
by title X except to the extent that payment will be made by a third 
party, and further prohibits questioning of any individual as to his 
income level. 

To insure that services will be provided to those wishing them but 
unable to afford them, the proposed legislation requires projects or 
55 receiving assistance to be located in areas most accessible to 

oo income families. 

Another concern to which S. 1708 responds is that family planning 
services are preventive health services and should be provided in co- 
ordination with related health services. The legislation requires that, 
wherever feasible, projects or programs make arrangements for a 
comprehensive range of child and maternal health services, including 
infertility services, to be offered to individuals to whom family plan- 
ning services are offered under title X. 

New language would be added to title X by S. 1708 to protect the 
interests of any individuals participating in contraceptive develop- 
ment research programs to require, in advance, full and informed writ- 
ten consent on the part of the individual after full written disclosure 
of risks is made. S. 1708 further limits the use of drugs to only those 
purposes for which FDA approval has been given, except in cases certi- 
fied as medically permissible in conformance with regulations 
prescribed by HEW in rulemaking under the Administrative Pro- 
cedure Act. 

Other provisions which I believe are essential in any organized pro- 
gram of health services are also included; namely, the requirement 
that persons served by projects or programs be represented on the 
policymaking body of the program or project and the further require- 
ment that the 314(a) and 314(b) comprehensive health planning agen- 
cies be given an opportunity for review and submission of nonbinding 
comments on applications for project support under title X. I have 
offered these two provisions consistently as amendments to all legis- 
lation before this committee relating to the provision of health serv- 

ices since I have been in the Senate. 

When the original Public Law 91-572 was considered in Congress, 
a great many discussions were held with the administration on the 
organizational structure needed to implement the programs authorized 
by the new legislation. An agreement was reached whereby there would 
be a Deputy Assistant Secretary for Population Affairs with respon- 
sibility and authority for all the Department's programs in popula- 


à 


tion research and family planning. He was also to have line authorit 

over both the research program of the Center for Population Researc 

cios the services program of the National Center for Family Planning 
rvices. 

This authority HEW proposed was to be exercised through two indi- 
viduals selected by the uty Assistant Secretary who would serve 
as his special assistants ind would in addition have the titles, respec- 
tively, of Assistant Director of NIH for Population Research in the 
case of the Center for Population Research, and Assistant Adminis- 
trator of HSMHA for family planning services in the case of the 
National Center for Family Planning Services. 

Three years later no one holds these special assistant, positions, The 
centralized duties which were carefully laid out in the Department's 
proposal have been deemphasized, and the Deputy Assistant Secre- . 
tary's authority has been left unclear, leaving him ip the position of 
persuader rather than director. u 

S. 1708, therefore, pro & return to an organizational structure 
more closely related to that Sons agreed upon in 1970 and pro- 
vides for a statutory base for the organizational structure. It would 
establish an Office of Family Planning and Population Science, to be 
headed by an Assistant Secretary to be appointed by the President, by 
and with the advice and consent of the Senate. His functions and 
responsibilities are clearly defined, and two national centers are estab- 
lished directly under his office—a National Center for Family Plan- 
ning Services, and a National Center for Population Science, each 
with Directors appointed by the Assistant Secretary. 

In addition, a National Advisory Council on Family Planning and 
Population Science is established which would exercise peer review 
authority over research programs supported in the fields of human 
reproduction, the provision of family planning services, and popula- 
tion dynamics, and review and submit comments on all policies and 
regulations proposed to govern family planning and research activi- 
ties carried out by the Department. 

These changes and others I have not detailed here, will, I believe 
strengthen the ability of programs supported under the authority of 
title X of the Public Health Service Áct to meet the national need to 
provide safe and effective ways for all those families wanting to plan 
their size to do so. 

I believe the safeguards and specifics we are proposing to include 
in the statute will enable these programs to be implemented with the 
greatest respect for human rights and dignity. 

.I cannot accept the administration's proposal not to extend any of. 
the authorities of title X, but instead to support family planning pro- 
grams under the general authorities of the so-called partnership for 
health legislation; specifically, the section 314 (e) health services de- 
velopment authority. Placing these programs under that authority 
sould mean the specific authorization and relationship between serv- 
ices, training. research, and education, presently contained in title X, 
would be lost. 

Family planning programs can only be effective if sufficient man- 
power is trained, if good information and educational materials are 
developed and made available to those wishing information, and if a 
strong research program is instituted in the fields of human reproduc- 
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FAMILY PLANNING SERVICES AND POPULATION 
RESEARCH AMENDMENTS OF 1973 


TUESDAY, MAY 8, 1973 


U.S. Senate, 
SPECIAL SUBCOMMITTEE ON HUMAN RESOURCES 
OF THE COMMITTEE ON LABOR AND PuBLIC WELFARE, 
Washington, D.C. 

The subcommittee Ser pursuant to notice, at 1:15 p.m. in room 
4232, Dirksen Office Building, Senator Alan Cranston haia of 
the subcommittee) presiding. 

Present: Senator Cranston. 

Committee staff members present : Jonathan R. Steinberg, counsel to 
the subcommittee; Louise Ringwalt, research analyst; and Jay Cutler, 
minority counsel. 

Senator Cranston. The hearing will please come to order. 

This afternoon we begin hearings on the first extension of the 
Family Planning Services and Population Research Act of 1970, 
Public Law 91-572. 

In 1970, this act was the culmination of years of effort on the part 
of m groups and individuals to make family planning services 
available to all those who wanted but could not afford them, as well 
as to improve our knowledge in the fields of human reproduction and 
population dynamics so that each individual family could determine 
its size by choice rather than by force of circumstances. 

On May 3, I introduced S. 1708, the bill before this subcommittee 
today, to extend the provisions of title X of the Public Health Serv- 
ice Act as added by Public Law 91-572, and to improve and tighten 
its provisions to meet more clearly community needs and congressional 
intent. 

S. 1708 has very broad support in the Senate and currently is co- 
sponsored by 19 other Senators of both parties, including the chair- 
man and ranking minority member of the full committee. 

The cosponsors are: Senators Taft, Williams, Javits, Baker, Bayh, 
Brooke, ; Goldwater, Hart, Hughes, Inouye, Jackson, McGee, 
McGovern, Metcalf, Moss, Muskie, Packwood, and Stevenson. 

This bill reflecta number of concerns which have been voiced by 
individuals receiving services under projects authorized by title X, 
by the organized programs eligible for assistance under title X, and 
by experts in the health field who either provide these services or con- 
duct research or training programs supported by title X. 

These recommendations have been communicated to us over the last 
2 years, as a result of 6 days of oversight hearings held by this sub- 
committee, and were based upon the experience gained since enactment 
of the 1970 act. 
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In some cases, these concerns resulted from lack of specificity in 
the law as to exact congressional intent. One example of this is the 
lack of definition of “low income" in the statute. The current law 
leaves that definition to the discretion of the Secretary in carrying out 
the statutory priority for services assigned to *low income" persons. 

Last year when regulations were finally issued defining “low in- 
come," the definition was so complex, it resulted in considerable con- 
fusion among the programs, not only in interpreting exactly who met 
the definition, but also in determining if the regulations required a fee 
to be charged to an individual from non-low-income families. 

S. 1708 would define *low income" as that level referred to by the 
Bureau of Labor Statisties as the *lower living standard budget." 
Currently. this figure is $7,214 per year for a family of four. In addi- 
tion, S. 1708 prohibits the charging of any fee in programs supported 
by title X except to the extent that payment will be made by a third 
party, and further prohibits questioning of any individual as to his 
income level. 

To insure that. services will be provided to those wishing them but 
unable to afford them, the proposed legislation requires projects or 
prorsus receiving assistance to be located in areas most accessible to 
ow-income families. 

Another concern to which S. 1708 responds is that family planning 
services are preventive health services and should be provided in co- 
ordination with related health services. The legislation requires that, 
wherever feasible, projects or programs make arrangements for a 
comprehensive range of child and maternal health services, including 
infertility services. to be offered to individuals to whom family plan- 
ning services are offered under title X. 

New language would be added to title X by S. 1708 to protect the 
interests of any individuals participating in contraceptive develop- 
ment research programs to require, in advance, full and informed writ- 
ten consent on the part of the individual after full written disclosure 
of risks is made. S. 1708 further limits the use of drugs to only those 
purposes for which FDA approval has been given, except in cases certi- 
fied as medically permissible in conformance with regulations 
prescribed by HEW in rulemaking under the Administrative Pro- 
cedure Act. 

Other provisions which I believe are essential in any organized pro- 
gram of health services are also included; namely, the requirement 
that persons served by projects or programs be represented on the 
policymaking body of the program or project and the further require- 
ment that the 314(a) and 314(b) comprehensive health planning agen- 
cies be given an opportunity for review and submission of nonbinding 
comments on applications for project support under title X. I have 
offered these two provisions consistently as amendments to all legis- 
lation before this committee relating to the provision of health serv- 
ices since I have been in the Senate. 

When the original Public Law 91-572 was considered in Congress, 
a great many discussions were held with the administration on the 
organizational structure needed to implement the programs authorized 
by the new legislation. An agreement was reached whereby there would 
be a Deputy Assistant Secretary for Population Affairs with respon- 
sibility and authority for all the Department's programs in popula- 
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tion research and family planning. He was also to have line authorit 

over both the research program of the Center for Population Researc 

cus the services program of the National Center for Family Planning 
rvices. 

This authority HEW proposed was to be exercised through two indi- 
viduals selected by the uty Assistant Secretary who would serve 
as his special assistants and would in addition have the titles, respec- 
tively, of Assistant Director of NIH for Population Research in the 
case of the Center for Population Research, and Assistant Adminis- 
trator of HSMHA for family planning services in the case of the 
National Center for Family Planning Services. 

Three years later no one holds these special assi iti The 
centralized duties which were carefully laid out in the Department's 
proposal have been deemphasized, iid the Deputy Assistant Secre- . 
tary's authority has been left unclear, leaving him ip the position of 
persuader rather than director. M 

S. 1708, therefore, pro & return to an organizational structure 
more closely related to that originally agreed upon in 1970 and pro- 
vides for a statutory base for the organizational structure. It would 
establish an Office of Family Planning and Population Science, to be 
headed by an Assistant Secretary to be appointed by the President, by 
and with the advice and consent of the Senate. His functions and 
responsibilities are clearly defined, and two national centers are estab- 
lished directly under his office—a National Center for Family Plan- 
ning Services, and a National Center for Population Science, each 
with Directors appointed by the Assistant Secretary. 

In addition, a National Advisory Council on Family Planning and 
Population Science is established which would exercise peer review 
authority over research programs supported in the fields of human 
reproduction, the provision of family planning services, and popula- 
tion dynamics, and review and submit comments on all policies and 
regulations proposed to govern family planning and research activi- 
ties carried out by the Department. 

These changes and others I have not detailed here, will, I believe 
strengthen the ability of programs supported under the authority of 
title X of the Public Health Service Act to meet the national need to 
provide safe and effective ways for all those families wanting to plan 
their size to do so. 

_ I believe the safeguards and specifics we are proposing to include 
in the statute will enable these programs to be implemented with the 
greatest respect for human rights and dignity. 

„I cannot accept the administration's proposal not to extend any of. 
the authorities of title X, but instead to support family planning pro- 
grams under the general authorities of the so-called partnership for 
health legislation; specifically, the section 314 (e) health services de- 
le a authority. Placing these programs under that authority 
would mean the specific authorization and relationship between serv- 
ices, training, research, and education, presently contained in title X, 
would be lost. 

Family planning programs can only be effective if sufficient man- 
power is trained, if good information and educational materials are 
developed and made available to those wishing information, and if a 
strong research program is instituted in the fields of human reproduc- 
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tion and population dynamics. It is my belief that the proper coordina- 
tion of these programs can best be carried out through specific authori- 
ties and with the organizational structure proposed by . 1708. 

We will be hearing today from the administration; from Planned 
Parenthood, the largest organization supporting family planning pro- 
grams; from a major family planning program in California; from 
a panel of distinguished religious leaders; and from an outstanding 
researcher in the field of biomedical research. 

I would like to say that I am very disappointed that as in prior 
years, we have not yet received from HEW the annual update required 
to be submitted on January 1 on the progress in meeting the initial 
5-year plan and title X goals. 

We will place in the record at this point the text of S. 1708 and my 
floor statement on introduction (copies of which are, by the way, 
available in the hearing room) and the text of S. 1632, the adminis- 
tration transmittal letter proposing extension of the section 314 au- 
thority through fiscal year 1976, as well as Senator Javits’ remarks 
on introducing the administration's proposal. 

[The information referred to follows :] 
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IN THE SENATE OF THE UNITED STATES 


May 3, 1973 


Mr. Cranston (for himself, Mr. Bixer, Mr. Bayu, Mr. Brooke, Mr. Case, Mr. 
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Gol Dbwarxn, Mr. Hart, Mr. Ixovye. Mr. Jackson, Mr. McGee, Mr. Me- 
Govern, Mr. MrrTcarr, Mr. Moss, Mr. Packwoop, Mr. Stevenson, Mr. Tart, 
and Mr. WILLIAMS) introduced the following bill; which was read twice and 
referred to the Committee on Labor and Public Welfare 


A BILL 


amend title X of the Public Health Service Act to extend 
appropriations authorizations for three fiscal years and to 
revise and improve authorities in such title for family 
planning services programs, planning, training and public 
information activities, and population research. 


Be it enacted by the Senate and House of Representa- 
tives of the United States of America in Congress assembled, 
That this Act may be cited as the “Family Planning Serv- 
ices and Population Research. Amendinents of 1973". 

Src. 2. Title X of the Public Health Service Act is 


amended to read as follows: 


2 
“TITLE X—VOLUNTARY FAMILY PLANNING 
AND POPULATION SCIENCE PROGRAMS 
“DECLARATION OF PURPOSE 


“Sec. 1000. It is the purpose of this title to provide 


*(1) assistance in making comprehensive volun- 
tary family planning services readily available to all 
persons desiring such services, particularly persons 


from low-income families; 


10 (2) assistance in strengthening domestic research 
11 in the fields of human reproduction, the provision of fam- 
12 ily planning services, and population dynamics, and co- 
13 ordination of such research with the present and future 
l4 needs of family planning programs; 

15 “ (3) improvement of administrative and operational 
16 supervision of domestic family planning programs and 
17 of domestic research programs in the fields of human 
18 reproduction, the provision of family planning services, 
19 and population dynamics; 

20 | “ (4) assistance to enable public and nonprofit pri- 
21 vate entities to plan and develop comprehensive pro- 
22 grams of family planning services; 

23 " (5) assistance to develop and make readily avail- 


24 able information (including educational materials) on 
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family planning services and population dynamics to all 
persons desiring such information ; 

“ (6) evaluation and improvement of the effective- 
ness of family planning services programs and of re- 
search programs in the fields of human reproduction, 
the provision of family planning services, and population 
dynamics; 

“(7) assistance in providing trained manpower 
needed to effectively carry out family planning services 
programs and research programs in the fields of hu- 
man reproduction, the provision of family planning 
services, and population dynamics; and 

“ (8) establishment of an Office of Family Planning 
and Population Science in the Office of the Secretary 
of the Department of Health, Education, and Welfare to 
carry out or exercise concurrent responsibility for and 
coordinate within the Federal Government all Federal 
programs pertaining to family planning services and to 


research in the fields of human reproduction, the pro- 


‘vision of family planning services, and population 


dynamics. 
“PLANS AND REPORTS 


“Sec. 1001. (a) The plan (to be carried out over a 


24 five-year period for extension of family planning services to 
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all persons desiring such services, for family planning and 
population research programs, for training of necessary 
health manpower for programs authorized by this title and 
other Federal laws, and for carrying out other purposes in 
Public Law 91-572) submitted by the Secretary to the 
Congress pursuant to section 5 (a) and (b) of Public Law 
91-572 shall be revised and updated, and submitted, not later 
than six months after the date of enactment of this section, 
by the Assistant Secretary for Family Planning and Popula- 
tion Science, after consultation with the National Family 
Planning and Population Science Advisory Council estab- 
lished by section 1009 (e), through the Secretary, to the 

Congress to specify, at a minimum, on a phased basis— 
| * (1) (A) the total number of individuals (and their 
family income levels) in the United States (i) in need 
of family planning services, (ii) who can be served by 
organized and comprehensive family planning services, 
.and (ii) who whieh can be served by family planning 
programs under this title and other Federal laws for 
which the Secretary has responsibility and a timetable 
for providing services to all individuals in need of family 

planning services; 

“ (B) the types of family planning and population 
information and educational materials to be developed 


under this title, Public Law 91-516 (20 U.S.C. 153 


5 
et seq.), and other Federal laws and the ways in which 
such materials will be made available; 

*(C) the research goals to be established under 
such laws and a timetable of the progress to be "d 
toward achievement of such goals; and | | 

*(D) the total manpower required to meet the 
objectives specified pursuant to subelauses (A), (B), 
and (C) of this subsection, with separate estimates of 
the manpower needed to be trained under. this title and 
other laws for which the Secretary has responsibility; 

* (2) an estimate of the total costs and personnel 
requirements needed to meet the objectives specified 
pursuant to clause (1) of this subsection, including an 
estimate of such costs and requirements to be met— 

“(A) under this title and other Federal laws 
for which the Secretary has responsibility; 

40 B) from nongovernmental and State and 
local government resources; and 

“ (C) the assumptions and authorities on which 
all such estimates are based ; and 

“ (3) the steps taken to maintain and operate the 
reporting system (to yield comprehensive data on which 
service figures and program evaluations for the Depart- 


ment of Health, Education, and Welfare shall be based) 


No — 


10 


6 

required to be established by section 5 (b) (3) of Public 

Law 91-572. 

Such revised plan shall also include the specifications re- 
quired by section 5(c) of Public Law 91-572 with respect 
to the objectives set forth in the plan submitted by the Sec- 
retary pursuant to section 5 (a) and (b) of such law. 

* (b) On or before January 1, 1975, January 1, 1976, 
and January 1, 1977, respectively, the Assistant Secretary 
for Family Planning and Population Science, after consulta- 
tion with the National Family Planning and Population Sci- 
ence Advisory Council established by section 1009 (e) , shall 
submit to the Congress, through the Secretary, a report 
which shall, at à minimum, specify— 

" (1) projections and a comparison of accomplish- 
ments during the preceding fiscal year with the objec- 
tives established for such year under the plan submitted 
pursuant to subsection (a) of this section; 

* (2) steps to be taken to achieve or maintain the 
service, manpower training research, and educational 
objectives during the remaining fiscal years of the plan 
and any revisions in such objectives and the schedule 
for achieving them necessary to meet or maintain these 
objectives; | 


“(3) a full explanation of any significant dis- 
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7 
1 crepancies between such objectives and actual accom- 
2 plishments ; . 
3 (4) steps, and a timetable for their implementa- 
4 tion, being taken to achieve the orderly integration of 
5 comprehensive, coordinated family planning services into 
6 existing comprehensive health care programs or systems 
7 by June 30, 1977; and 
8 “(5) any recommendations with respect to addi- 
9 tional legislation or administrative action necessary or 
10 desirable in carrying out such plan. 
11 „(e) If the plan and subsequent reports to be submitted 


12 pursuant to subsections (a) and (b) of this section are 
13 submitted, prior to submission to the Congress, for review 
14 by the Office of Management and Budget or any other Fed- 
15 eral department or agency or official thereof (1) the plan 
16 or report submitted to the Congress shall specify the changes 
17 and the reasons therefor made during any such review proc- 
18 ess, and (2) if any such review process delays the sub- 
19 mission of such plan or report to the Congress beyond the 
20 date established for such submission by this section, the 
21 Assistant Secretary shall immediately on such date submit 
22 to the Congress the plan or report in exactly the form it was 


23 submitted to such review process, 
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B 
“VOLUNTARY FAMILY PLANNING SERVICES, GRANTS, AND 
CONTRACTS 
SEO. 1002. (a) The Secretary, with the DE 
of the Assistant Secretary for Family Planning and Popu- 
lation Science and through a National Center for Family 
Planning Services, shall make grants to and enter into con- 


tracts with public or nonprofit entities to assist in the estab- 


lishment and operation of voluntary family planning pro- 
grams and projects. 


" (b) In making grants and contracts to provide assist- 


‘ance under this section, the Secretary shall take into account 


thé number of patients to be served, the extent to which 


3: family planning services are needed locally, the relative need 
of the applicant (taking into consideration the availability 
of third-party (including government agency) payments to 


finance such services but only to the extent that the Secre- 
tary. determines that the applicant has been able to obtain 
such payments on a timely and continuing basis), and its 
capacity to make rapid and effective use of such assistance. 


„c) For the purposes of making grants and contracts 


under this section to meet the services objectives specified in 


(1) the plan and reports submitted pursuant to section 5 
(a) and (b) of Public Law 91-572 and (2) beginning six 
months after the date of enactment. of this Act, the revised 


plan submitted pursuant to section 1001 (a) and the sub- 


oo a O0 o W CQ t9 — 


— Jee — ` be —— b 
ve — CO dvo 


13 T Se j 


9 

sequent reports submitted pursuant to section 1001 (b), 
there are authorized to be appropriated $30,000,000 for the 
fiscal year ending June 30, 1971; $60,000,000 for the fiscal 
year ending June 30, 1972; $111,500,000 for the fiscal 
year ending June 30, 1973; $159,500,000 for the fiscal year 
ending June 30, 1974; $207,500,000 for the fiscal year 
ending June 30, 1975; and $255,500,000 for the fiscal year 
ending June 30, 1976. 

„d) For the purposes of this title, the terms ‘State’ 
and ‘United States’ include Guam, American Samoa, and 
the Trust Territory of the Pacific Islands. 

"TRAINING GRANTS AND CONTRACTS 

"SEC. 1003. (a) The Secretary, with the concurrence 
of the Assistant Secretary for Family Planning and Popula- 
tion Science and through a National Center for Family 
Planning Services, in consultation with the National Family 
Planning and Population Science Advisory Council estab- 
lished by section 1009 (e), shall make grants to public or 
nonprofit private entities and enter into contracts with public 
or private entities and individuals to provide the training for 
personnel (including nurse midwives) to carry out family 
planning services programs eligible for assistance under 
section 1002. 


"(b) In determining the amount of funds to be pro- 
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vided under any such grant or contract, the Secretary shall 
insure that assistance under this title is provided only to 
the extent that such training is not supported by a sufficient 
amount of Federal assistance under other titles of this Act 
or other provisions of law to meet the manpower training 
objectives specified in (1) the plan and reports submitted 
pursuant to section 5 (a) and (b) of Public Law 91-572 
and (2) beginning six months after the date of enactment 
of this Act, the revised plan submitted under section 1001 
(a) and the subsequent reports submitted pursuant to sec- 
tion 1001 (b). Notwithstanding any other provision of law, 
no funds other than those appropriated under this section 
shall be used for the training of family planning personnel 
authorized to be supported under this section unless the 
Assistant Secretary for Family Planning and Population 
Science shall have concurred in the terms and conditions 
governing the use of such funds. 

" (c) For the purpose of making payments pursuant to 
grants and contracts under this section to meet the training 
objectives specified in clauses (1) and (2) of the first sen- 
tence of subsection (b), there are authorized to be appropri- 
ated $2,000,000 for the fiscal year ending June 30, 1971; 
$3,000,000 for the fiscal year ending June 30, 1972; 
$4,000,000 for the fiscal year ending June 30, 1973; 
$5,000,000 for the fiscal year ending June 30, 1974; $7,- 
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11 
500,000 for the fiscal year ending June 30, 1975; and 
$10,000,000 for the fiscal year ending June 30, 1976. 
"RESEABCH GRANTS AND CONTRACTS 

“SEC. 1004. (a) In order to promote research in the 
biomedical, contraceptive development, social science, and 
program implementation fields related to family planning and 
population dynamics, the Secretary, with the concurrence of 
the Assistant Secretary for Family Planning and Population 
Science and through a National Center for Population 
Science, after consultation with the National Family Plan- 
ning and Population Science Advisory Council established 
by section 1009 (e), shall make grants to public or nonprofit 
entities and enter into contracts with public or private entities 
and individuals for projects for research and research train- 
ing (including travel subsistence expenses, and stipends) in 
such fields, including the establishment of university-based 
research centers. 

“(b) Notwithstanding any other provision of law and 
except with respect to programs and activities authorized 
under the Foreign Assistance Act of 1961, as amended 
(22 U.S.C. 2151-2412), (1) no funds other than those ap- 
propriated under this section shall be used for research and 
research training in the biomedical and contraceptive devel- 
opment ficlds related to family planning, except that such 


funds authorized to be appropriated by such other provisions 
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12 
of law to support such development may, notwithstanding 
any other provision of law unless enacted in express limita- 
tion of this subsection, be expended and obligated by the 
Assistant Secretary for Family Planning and Population 
Science, in accordance with the provisions of this section, 
and (2) funds provided under this section or any other pro- 


vision of law under any contract with a profit-making entity 


to support any contraceptive development research shall be 


limited to not more than 50 per centum of the total cost 
attributed to the research activity covered by such contract. 

„(e) For the purpose of making payments pursuant 
to grants and contracts under this section to meet the re- 
search objectives specified in (1) the plan and reports 
submitted pursuant to section 5 (a) and (b) of Public Law 
91-572 and (2) beginning six months after the date of 
enactment of this Act, the revised plan submitted pursuant 
to section 1001 (a) and the subsequent reports submitted 
pursuant to section. 1001 (b), there are authorized to be 
appropriated $30,000,000 for the fiscal year ending June 30, 
1971; $50,000,000 for the fiscal year ending June 30, 1972; 
$65,000,000 for the fiscal year ending June 30, 1973; 
$65,000,000 for the fiscal year ending June 30, 1974; 
$75,000,000 for the fiscal year ending June 30, 1975; and 


$80,000,000 for the fiscal year ending June 30, 1976, 
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“INFORMATIONAL AND EDUCATIONAL MATERIALS, 
GRANTS, AND CONTRACTS 

"SEC. 1005. (a) The Secretary, through the Assistant 
Secretary for Family Planning and Population Science, in 
consultation with the National Family Planning and Popula- 
tion Science Advisory Council established by section 1009 
(e), shall make grants to public or nonprofit private entities 
and enter into contracts with public or private entities and 
individuals for— 

" (1) the development of educational and informa- 
tional materials on voluntary family planning; . 

“ (2) the development of educational and informa- 
tional materials on the causes and consequences of demo- 
graphic characteristics and trends; and 

“ (3) the distribution of such materials to all persons 
desiring such information and materials. 

„(b) Notwithstanding any other provision of law, no 
funds other than those appropriated under this section shall 
be used for the development of educational and informational 
materials authorized to be supported under this section unless 
the Assistant Secretary for Family Planning and Population 


Science shall have concurred in the terms and conditions 


governing the use of such funds. 


* (c) For the purpose of making payments pursuant to 
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grants and contracts under this section to meet the public 
information and educational materials objectives specified 
in (1) the plan and reports submitted pursuant to section 
5 (a) and (b) of Public Law 91-572 and (2) beginning 
six months after the date of enactment of this Act, the re- 
vised plan submitted pursuant to section 1001 (a) and the 
subsequent reports submitted pursuant to section 1001 (b), 
there are authorized to be appropriated $750,000 for the 
fiscal year ending June 30, 1971; $1,000,000 for the fiscal 
year ending June 30, 1972; $1,250,000 for the fiscal year 
ending June 30, 1973; $1,500,000 for the fiscal year ending 
June 30, 1974; $2,000,000 for the fiscal year ending 
June 30, 1975; and $3,000,000 for the fiscal year ending 
June 30, 1976. 
"REGULATIONS, PAYMENTS, AND SPECIAL CONDITIONS 

“Sec. 1006. (a) Grants and contracts made under this 
title shall be made in accordance with regulations which the 
Secretary shall prescribe. 

* (b) Grants under this title shall be payable in such 
installments and subject to such conditions as the Secretary 
may determine to be appropriate to assure that such grants 
will be effectively utilized for the purposes for which made. 

*(c) A grant may be made or contract entered into 
under section 1002 for a voluntary family planning services 


project or program only upon assurances satisfactory to the 
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1 Secretary, in accordance with regulations which he shall pre- 


2 scribe, that— 


3 


“ (1) projects or programs will be located so as to 
serve persons from low-income families ; 

(2) no charge will be made in such projects or 
programs except to the extent that payment will be 
made by a third party (including a government agency) 
which is authorized or is under legal obligation to pay 
such charge; 

“ (3) wherever feasible, such projects or programs 
have made arrangements for the provision, either di- 
rectly or through linkages with other health providers, 
of a comprehensive range of child and maternal health 
services, including infertility services, to those persons 
or families to whom voluntary family planning services 
under this title are made available; 

“(4) substantial opportunities are provided for 
low-income persons served by or to be served by such 
projects or programs to participate in the decision- 
making process of such projects or programs; 

*(5) the State comprehensive health planning 
agency established pursuant to section 314 (a) and the 
areawide health planning agency (if any) established 
pursuant to section 314 (b) have had an opportunity to 


comment thereon, within ninety days of the submission 
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to. those agencies of copies of such application, and the 
applicant has submitted to the Secretary a reply to any 
such comments with & view toward accommodating and 
resolving any differences with such agency or agencies; 

* (6) no research activity in connection with such 
projects or programs which involves any human subjects 
at risk will be undertaken unless such projects or pro- 
grams have, on the basis of a peer review procedure 


(including participation by consumers), submitted to 


the Secretary, in accordance with regulations which 


he shall prescribe, a certification based on such re- 


view that, in accordance with standards prescribed in 
such regulations, the nghts and welfare of any human 
subjects involved are adequately protected, the risks 
to each such individual are outweighed by the potential 
benefits to him or by the importance of the knowledge 
to be gained, and the informed consent of such individual 
will be obtained by appropriate methods; and 

“(7) any drugs provided individuals shall be pre- 
scribed only for uses indicated in the official labeling 
approved pursuant to section 505 of the Federal Food, 
Drug, and Cosmetic Act (21 U.S.C. 321 et seq.), 
except when (1) in the case of the use of investigational 
new drugs as defined in such Act, the use is in com- 


pliance with requirements for investigational new drugs 
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and procedures for human subjects at risk in accord- 
ance with regulations which the Secretary shall pre- 
scribe (including full and written disclosure of the in- 
vestigational nature of the use, and the indications and 
contraindications assoclated with such use, to each 
prospective user), or (2) use for another purpose is 
approved by a peer review committee, in accordance 
with regulations which the Secretary shall prescribe, or 
(3) two physicians certify that such use is necessary in 
a life-threatening situation. 
For the purposes of this subsection, the term ‘low-income 
family’ means a family with that income level (adjusted for 
regional and metropolitan, urban and rural differences and 
family size) determined annually by the Bureau of Labor 
Statistics of the Department of Labor and referred to by 
such Department as the ‘lower living standard budget’. 
The comments procedure established by clause (5) of this 
subsection shall not be administered in such a way as to 
delay the review and grant process carried out pursuant 
to section 1002. 
* (d) In furnishing voluntary family planning services 
in projects or programs assisted under this title, no project 
or program, or any person working in such project or pro- 


gram, shall request or require any person to submit any in- 
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formation with respect to such person's or such person's 
family's income level. 
“ (e) No grant may be made to a State health authority 


under section 1002 unless such authority has submitted, and 
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the Secretary has approved, a statewide plan, which shall 


o» 


be updated annually in connection with each such grant, 
7 for a coordinated and comprehensive program of voluntary 


8 family planning services, which shall specify, at a mini- 


9 mum— 

10 (1) the number of individuals in such State (and 
11 the income levels of their families) estimated to be in 
12 need of and the number then receiving family planning 
13 services ; 

14 *(2) the types of services being and, with SCH 
15 ance under this section, to be provided; 

16 “ (3) the sources and levels of State funds to be 
17 made available for such services; 

18 * (4) the geographical and program priorities which 
19 will govern the utilization of available Federal and 
20 State financial resources for such services; and 

2] “(5) assurances that the requirements of sub- 
22 section (b) (6) and (7) of this section will be - 


23 Such plans shall be made available and easily accessible 


24 to the Congress and the public. 
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"VOLUNTARY PARTICIPATION 

"SEC. 1007. The acceptance by any individual of family 
planning services or family planning or population informa- 
tion (including educational materials) provided through fi- 
nancial assistance under this title (whether by grant or 
contract) shall be voluntary and shall not be a prerequisite 
to eligibility for or receipt of any other service or assistance 
from, or to participation in, any other program of the entity 
or individual that provided such services or information. 

"PROHIBITION OF ABORTION 

“Sec. 1008. None of the funds appropriated under this 
title shall be used in programs where abortion is a method 
of family planning. 

“OFFICE OF FAMILY PLANNING AND POPULATION 

SCIENCE 

“Src. 1009. (a) There is established within the Office 
of the Secretary an Office of Family Planning and Population 
Science to be directed by an Assistant Secretary for Family 
Planning and Population Science (hereinafter referred to as 
the ‘Assistant Secretary’) who shall be appointed by the 
President by and with the advice and consent of the Senate. 

“ (b) The Secretary shall provide such Office with such 


full-time professional and clerical staff and with the services 


24 


20 
of such consultants as may be necessary to assist the Assist- 
ant Secretary to carry out his functions under this title. 
“ (c) The Secretary shall make available to the Assistant 
Secretary such sums as may be necessary for him to adminis- 
ter such Office and to carry out the functions of such Office 


under this title, including the costs of collecting the data 


necessary for carrying out the requirements of section 1001. 


In no event may such sums be greater than 1 per centum of 
the total sums appropriated or made available for expenditure 
under this title. 

* (d) There is established within such Office a National 
Center for Family Planning Services and a National Center 
for Population Science, which shall, respectively, be assigned 
and carry out the functions assigned to such Centers by this 
title and such other duties and responsibilities as the As- 
sistant Secretary may specify in regulations. 

* (e) (1) The Secretary shall establish a National Fam- 
ily Planning and Population Science Advisory Council with 
which he and the Assistant Secretary shall consult on a 
continuing and regular basis in administering this title. The 
Council shall consist of the Secretary, the Assistant Secretary, 
the Directors of the National Center for Family Planning 
Services and the National Center for Population Science, re- 
spectively, established by subsection (d) of this section, all of 


whom shall serve as ex officio, nonvoting members thereof, 
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and fifteen members appointed by the Secretary. Not more 
than ten of the appointed members of the Council shall be sci- 
entists, physicians, or persons representative of groups or 
organizations specializing in family planning or research in 
the fields of human reproduction, the provision of family 
planning services, and population dynamics, or both, and . 
not less than five of the appointed members shall be rep- 
resentatives from the general public who are not directly 
related to the provision of family planning services or the 
conduct of research in the fields of human reproduction, the 
provision of family planning services, and population dy- 
namics (except that one such member shall be a person who 
has been or is a recipient of services from a program or proj- 
ect supported under this title) . The Secretary shall designate 
a3 Chairman of the Council one of the appointed members. 

*(2) The functions of the Council shall be to advise, 
consult with, and make recommendations to, the Secretary 
(through appropriate subgroups which it shall appoint) on 
applications received for grants and contracts in excess of 
$35,000 under section 1004 of this Act, end to make recom- 
mendations to the Secretary with respect to the establishment 
of policies and implementing regulations to carry out all pro- 
visions of this title, including preparation and review (includ- 
ing any agency appeal thereof) of the annual budget estimate 


for the programs established under this title and of the plan 
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1 and subsequent reports required to be submitted by section 


2 1001. 

8 “ (3) Each appointed member of the Council shall be 
4 appointed for a term of four years, except that— 

5 „(A) any member appointed to fill a vacancy oc- 
6 curring prior to the expiration of the term for which 
7 his or her predecessor was appointed shall be appointed 
8 for the remainder of such term; and 

9 „(B) of the members first appointed after the 
10 effective date of this title, five shall be appointed for a 
11 term of four years, five shall be appointed for a term of 
12 three years, and five shall be appointed for a term of 
13 one year, as designated by the Secretary at the time of 
14 the appointment except that the initial terms of mem- 
15 bers appointed from the general public who are not 
16 directly related to the provision of family planning serv- 
17 ices or the conduct of research in the fields of human 
18 reproduction, the provision of family planning services, 
19 and population dynamics shall be not less than three 
20 years. Appointed members may serve after the expi- 
21 ration of their terms until their successors have taken 
22 office. 

23 * (4) A vacancy in the Council shall not affect its ac- 


24 tivities, and nine voting members of the Council shall consti- 
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tute à quorum for the purpose of making recommendations 
pursuant to paragraph (2) of this subsection. 


*(5) Members of the Council who are not officers or 
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employees of the United States shall receive for each day 
they are engaged in the performance of the functions of the 
Council compensation at rates not to exceed the daily equiv- 
alent of the annual rate in effect for grade GS-18 of the 


General Schedule, including traveltime; and all members, 
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while so serving away from their homes or regular places of 
10 business, may be allowed travel expenses, including per diem 
11 in lieu of subsistence, in the same manner as such expenses 
12 are authorized by section 5703, title 5, United States Code, 
13 ſor persons in the Government service employed inter- 
14 mittently. 

15 * (6) The Council shall meet at the call of the Chairman, 
16 but not less often than four times each year. 

17 “FUNCTIONS OF THE ASSISTANT SECRETARY FOR FAMILY 
18 PLANNING AND POPULATION SCIENCE 

19 “Src. 1010. (a) The Secretary shall utilize the Assistant 


20 Secretary to— 


21 * (1) administer all Federal laws for which the 
22 Secretary has administrative responsibility and which 
23 provide for or authorize the making of grants or 


24 contracts related to, and to exercise concurrent responsi- 
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bility with respect to all other Federal laws providing 
support for family planning programs and research in 
the fields of human reproduction, the provision of fam- 
ily planning services, and population dynamics; 

“ (2) administer and be responsible for all research 
. in the fields of human reproduction, the provision of 
family planning services, and population dynamics car- 
red on directly by the Department of Health, Educa- 
tion, and Welfare or supported by the Department 
through grants to or contracts with entities and individ- 
uals, and consult with the Commissioner of the Food 
and Drug Administration in order to coordinate testing, 
evaluation, and approval of methods of contraception 
carried out under the provisions of the Federal Food, 
Drug, and Cosmetic Act, as amended (21 U.S.C. 321 
et seq.) with similar activities carried out under this 
title; 

*(3) act as a clearinghouse for information per- 
taining to domestic and international family planning 
services programs and research in the fields of human 
reproduction, the provision of family planning services, 
aud population dynamics for use by all interested per- 
sons and public and private entities; 

* (4) provide a liaison with the activities carried 


on by other agencies and instrumentalities of the Federal 
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Government relating to research in the fields of human 
reproduction, the provision of family planning services, 
and population dynamics ; 

“ (5) administer and be responsible for the training 
of necessary manpower for domestic family planning 
services programs and domestic programs of research 
in the fields of human reproduction, the provision of 
family planning services, and population dynamics; 

“ (6) coordinate, and be responsible for, the evalu- 
ation of the other Department of Health, Education, and 
Welfare programs relating to family planning and to 
research in the fields of human reproduction, the provi- 
sion of family planning services, and population dy- 
namics, and to make periodic recommendations to the 
Secretary ; 

" (T) submit to him directly, with appropriate op- 
portunity for comments by the Assistant Secretary for 
Health and Scientific Affairs, after consultation with the 
National Family Planning and Population Science Ad- 
visory Council established by section 1009 (e), the 
budgets for carrying out programs of the National Cen- 
ter for Family Planning Services and the National Cen- 
ter for Population Science, after receiving such budget 
proposals from the directors of such respective centers; 


and 
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*(8) provide such staff and other support to the 

Advisory Council established by section 1009 (e) and 

the National Centers established by section 1009 (d) 

as is necessary to insure the capacity of such Council 

and such Centers, respectively, to carry out their func- 
tions under this title effectively. 

* (b) The Assistant Secretary shall appoint the Director 
of the National Center for Family Planning Services and the 
Director of the National Center for Population Science, es- 
tablished by section 1009 (d), and such Directors shall be 
directly responsible to him." 

Src. 3. Public Law 91-572 is repealed effective upon 
the date of enactment of this Act. 

Src. 4. (a) Section 3(c) (1) of Public Law 91-516 
(22 U.S.C. 1532 (c) (1)) is amended by adding after the 
first sentence the following new sentence: “The Assistant 
Secretary for Family Planning and Population Science, as 
established by section 1009(a) of the Public Health Serv- 
ice Act, shall serve as an ex officio, nonvoting member of the 
Council.” 

(b) Section 3(b) (3) of such Public Law (20 U.S.C. 
1532 (b) (3) ) is amended by adding at the end thereof the 
following new sentence: “Such grants or contracts shall, 
wherever feasible, include provision and funding for con- 


sideration of the relation of population to the total human 
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environment, and grants or contracts including such provision 
and any other provisions for population education shall not be 
entered into except with the concurrence of the Assistant 
Secretary for Family Planning and Population Science with 


respect to such provision or provisions." 
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[From the Congressional Record—Senate, May 3, 1973] 


FAMILY PLANNING SERVICES AND POPULATION RESEARCH AMENDMENTS or 1973 


Mr. CRANSTON. Mr. President, I am pleased to introduce S. 1708, the proposed 
“Family Planning Services and Population Research Amendments of 1973," and 
ain gratified to be joined in introducing this legislation by the Senator from Ohio 
(Mr. Taft), the Senator from New Jersey (Mr. Williams), the Senator from 
Tennessee (Mr. Baker), the Senator from Indiana (Mr. Bayh), the Senator 
from Massachusetts (Mr. Brooke), the Senator from New Jersey (Mr. Case), the 
Senator from Arizona (Mr. Goldwater), the Senator from Michigan (Mr. Hart), 
the Senator from Hawaii (Mr. Inouye), the Senator from Washington (Mr. 
Jackson), the Senator from Wyoming (Mr. McGee), the Senator from South 
Dakota (Mr. McGovern), the Senator from Montana (Mr. Metcalf), the Senator 
from Utah (Mr. Moss), the Senator from Oregon (Mr. Packwood), and the Sena- 
tor from Illinois (Mr. Stevenson). The breadth of support for this measure and 
the title X family planning programs is illustrated by the 16 cosponsors, divided 
among both parties and all political philosophies. 


FAMILY PLANNING SERVICES AND POPULATION RESEARCH ACT OF 1970—PUBLIC LAW 
91-572 


Mr. President, the original passage of the Family Planning Services and Popu- 
lation Research Act of 1970 (Public Law 91-572) was the culmination of years 
of effort on the part of many groups and individuals to make family planning 
services available to all those who wanted but could not afford them, as well as 
to improve our knowledge in the field of human reproduction and population 
dynamics so that each individual family could determine its size by choice rather 
than by force of circumstances. 

Public Law 91-572 created a new title X in the Public Health Service Act, 
providing for grants and contracts to assist in the establishinent and operation 
of voluntary family planning projects: to provide training for personnel to carry 
out such programs ; to promote research in the biomedical, contraceptive develop- 
ment, behavioral, and program implementation fields related to family planning 
and population ; and to train researchers for such fields, and to assist in develop- 
ing and making available family planning and population information to all 
those individuals desiring such information. The legislation carried clear ex- 
pressions of congressional intent that— 

First priority would be given in furnishing such services to persons from low- 
income families, and that no charge would be made to such individuals, except 
to the extent payment would be made by a third party ; 

Second, acceptance of any services or information must be voluntary and can- 
not be made a prerequisite to eligibility for or receipt of services: and 

Third, no funds appropriated under title X are to be used in programs where 
abortion is a method of family planning. All of these concepts are continued in 
the bill I introduce today. 

In addition. Publie Law 91-572 provided for the establishment in the Depart- 
ment of Health, Education, and Welfare, of an Office of Population Affairs, 
directed by a Deputy Assistant Secretary for Population Affairs, whose func- 
tions were described in the law as being responsible for creating liaison and 
coordination among all Federal programs relating to population research and 
family planning. and being responsible for the administration, coordination, and 
evaluation of all programs in the Department of Health, Education, and Welfare 
related to population research and family planning. 

The law further required the Secretary of Health, Education. and Welfare, to 
make a report to Congress setting forth a plan to be implemented over a period 
of 5 years to carry out the purposes set forth in the act. and to report annually 
to Congress on its progress in reaching the objectives outlined in the plan. 


THE 5-YEAR PLAN 


This plan was submitted to Congress in October of 1971 and outlined the goals 
as follows: 

In research, the plan described three areas requiring attention: The develop- 
ment of improved methods of fertility regulation, including the improvement 
of contraceptive technology and the control of infertility: studies of biologic 
and genetic implications of contraceptive use; and investigations of the social 
science aspects of population problems. 


33 


In services, the pian projected as its goal making family planning services 
available by 1975 to the estimated 6.6 million women who wanted such services 
but could not afford them. 

In training, the plan estimated 90,000 family planning personnel would be 
needed by fiscal year 1975, and in addition 6,000 to 8,000 physicians. 

In education, the plan defined the goal as an educational program which would 
help individuals to plan their families effectively and to be aware of the effecta 
of population change on the individual and on society. 


ACHIEVING 5-YEAR PLAN GOALS 


Mr. President, to date, we have not made enough headway in the research 
field. Today, there is as yet no completely safe and effective means of contracep- 
tion available to any woman, rich or poor. Research is urgently needed to develop 
a means of voluntary control of reproduction. There is much scientific opinion 
that the technology is there to make this breakthrough if adequate funding is 
provided. 

In the fleld of education, some steps have been taken to assess the information 
development and dissemination resources available, but sufficient staff and 
budget have not been made available to the Office of Population Affairs to really 
make a perceptible impact on the expansion of such programs or the develop- 
ment of new ones. 

In the fleld of services, Mr. President, organized programs receiving support 
under the authorities of title X have developed the capacity to reach some 45 
percent of HEW's announced objective of reaching 6.6 million women who want 
family planning services, but are unable to afford them. The Department esti- 
mates that by June of this year, only 2,981,000 women will be reached through 
organized family planning programs. This is a level approximately 1 year behind 
the projection in the 5-year plan. 

In the fleld of training, Mr. President, nearly 5,000 personnel were trained in 
fiscal year 1972 as a result of funds made available through the National Center 
for Family Planning Services. This is a beginning, but unless this program is 
given increased attention and emphasis it will not be able to achieve the objec- 
tive mee has been set in the 5-year plan to train a total of 98,000 individuals 
by 1975. 

PROVISIONS OF 8. 1708 


The legislation we are introducing today—S. 1708—extends and consolidates 
the provisions of the Family Planning Services and Population Research Act of 
1970 and generally approves and tightens up its provisions to more clearly reflect 
the original Congressional intent in the 91st Congress, and to insure that pro- 
grams can be implemented in accordance with this intent. 

In general, the bill would consolidate the provisions of the existing title X of 
the Public Health Service Act with the provisions of Public Law 91-572, the 
Family Planning Services and Population Research Act of 1970. This consolida- 
tion places in the Public Health Service Act the statutory authority for reports 
on implementation and achievements of the programs mandated by that title, 
as well as the organizational structure of the Office of Family Planning and 
Population Science, to be headed by an Assistant Secretary rather than a deputy 
assistant secretary. The functions and responsibilities of the Assistant Secre- 
tary are clearly defined, and two centers are established directly under his office— 
a National Center for Family Planning Services, and a National Center for 
Population Science—with directors appointed by the Assistant Secretary. 

In addition, a National Advisory Council on Family Planning and Population 
Science is established which would exercise peer review authority on research 
programs supported in the fields of human reproduction, the provision of family 
planning services, and population dynamics, and would make recommendations 
with respect to the establishment of policies and implementing regulations to 
carry out all the provisions of title X, as it would be amended by S. 1708. 

The grant and contract authorities currently in title X are maintained with the 
exception of the State formula grant provision for services, which has never 
been funded and has been opposed by the administration. Appropriations au- 
thorizations for the four programs—services, research, training, and education— 
are extended for 3 fiscal years, through fiscal year 1976 with modest increases 
in the amounts authorized. In each case, congressional intent is clearly stated 
ag to the necessity of implementing these appropriations, authorities, and for 
the purpose of carrying out the objectives in the 5-year plan and its updates. 
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New requirements are added which will safeguard the rights of individual 
recipients of services, encourage the provision of family planning services as 
part of comprehensive child and maternal services, include infertility services 
as a specific service for which support may be provided, and require the partici- 
pation of those individuals served by the programs to participate in the decision- 
making process of such programs. 

Also, the requirements for the 5-year plan are revised and refocused, an 
amended plan to meet these requirements is mandated, and the information 
to be included in the annual updated reports is specified with greater particular- 
ity. Finally, to try to insure a more timely submission of the plan and annual 
updates—which have traditionally been presented months after they were due 
by law—the bill calls for submission to the Congress of the version submitted by 
HEW to the Office of Management and Budget, and places statutory responsibil- 
ity for preparation and submission directly on the Assistant Secretary. 

Mr. President, the Special Subcommittee on Human Resources, which I am 
privileged to chair, of the Labor and Public Welfare Committee will hold hearings 
on S. 1708 and Federal family planning and population research programs next 
week on Tuesday, Wednesday and Thursday, May 8-10. 

Mr. President, I ask unanimous consent to insert in the Recorp at this point 
& summary of the individual provisions of S. 1708, to be followed by the full text 
of the bill. 

There being no objection, the summary and the bill were ordered to be printed 
in the RECORD, as follows: 


SUMMARY OF PROVISIONS OF S. 1708: THE FAMILY PLANNING SERVICES AND 
POPULATION RESEARCH AMENDMENTS OF 1973 


SEC. 1000. Declaration of Purpose. Etablishes as purposes of the title, assistance 
in: making comprehensive voluntary family planning services readily avallable 
to all persons desiring such services; strengthening domestic research in the fields 
of human reproduction, the provision of family planning services, and popula- 
lation dynamics; improving administration and operation of such programs; 
developing and making readily available information on family planning services 
and population dynamics; evaluating and improving the effectiveness of pro- 
grams; providing trained manpower to effectively carry out such programs ; and 
establishing an Office of Family Planning and Population Science. 

Sec. 1001. Plans and Reports. Requires the Assistant Secretary for Family 
Planning and Population Science to report (through the Secretary) to Con- 
gress not later than six months after enactment of the section on: the number 
of individuals in need of family planning services—organized and otherwise— 
and a timetable for serving them, the number who can be served by HEW pro- 
grams, the types of inforination and educational materials to be developed, re- 
search goals to be established and a timetable for their achievement, and the 
manpower required to meet these objectives, as well as steps taken to maintain 
the reporting system which would yield data on which service projections and 
program evaluations will be based. This revised report would also include the 
January 1, 1974, updated report pursuant to section 5(b) of Public Law 91-572. 
In addition to the report required six months after the date of enactment, the 
Assistant Secretary is required to submit progress reports annually on specific 
achievements made in reaching goals established by the six-month report. 

SEc. 1002. Voluntary Family Planning Services Grants and Contracts. Author- 
izes grants to assist in the establishment and operation of voluntary family 
planning programs and projects. Appropriations are authorized for an addi- 
tional three-year period—fiscal years 1974 ($159.5 million), 1975 ($207.5 million) 
and 1976 ($255.5 million). The increase in authorization of appropriations for 
each year (over the current $111.5 million—of which $107 million was requested 
in the President's FY 1973 budget) represents the cost of providing services 
to the approximately 800,000 additional individuals the Department's five-year 
plan for family planning services (submitted pursuant to P.L. 91-572) projected 
will have to be served each year in order to meet by 1975 the five-year goal of 
reaching 6.6 million women from low-income families desiring services. 

This section would further change existing law by specifying that grants and 
contracts awarded under this section must be made with the concurrence of 
the Assistant Secretary for Family Planning and Population Science and be 
carried out through the new National Center for Family Planning Services in 
the Assistant Secretary's Office and in consultation with the new National Ad- 
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visory Council establishd by new section 1009. Language is also added clarifying 
that in determining the relative need of the applicant, the Secretary shall take 
into consideration the availability of third party payments to finance services, 
but only to the extent that the Secretary determines that the applicant has, 
in the past, been able to obtain such payments on a timely and continuing basis. 

In addition, the section is amended to specify that the amount authorized to 
be appropriated for the grant and contract authority is to meet the objectives 
set forth in the revised and updated plan submitted by the Secretary pursuant 
to section 1001. 

SEC. 1008. Training Grants and Contracts. Extends appropriations authoriza- 
tions for an additional three-year period—fiscal years 1974 ($5 million), 1975 
($7.5 million), and 1976 ($10 million) —for training grants and contracts for 
the training of such personnel to carry out family planning services programs 
eligible for support under title X as are needed to meet program objectives 
specified in the plan. The FY 1973 authorization and budget request are $4 mil- 
lion and $3 million, respectively, for this item. This section would, again, amend 
existing law by specifying that grants and contracts awarded under this section 
must be made with the concurrence of the Assistant Secretary for Family Plan- 
ning and Population Science and be carried on through the new National Center 
for Family Planning Services and in consultation with the new National Ad- 
visory Council. The necessity of training nurse midwives to carry out family 
planning services programs is also stressed. 

In addition, existing law is changed to specify that the amount authorized 
to be appropriated for the grant and contract authority is to meet the objectives 
set forth in the revised and updated plan submitted by the Secretary, and that 
in determining the amount of funds to be provided under any grant or contract, 
the Secretary shall ensure that assistance under title X is provided only to the 
extent such training is not supported by a sufficient amount of Federal assistance 
under other titles of the Public Health Service Act or other provisions of law. 
The section further requires the Assistant Secretary to concur in the awarding 
of any grants for the training of personnel in the fleld of family planning which 
training would be authorized under this section. 

Src. 1004. Research Grants and Contracts. Extends appropriations authoriza- 
tions for an additional three-year period—fiscal years 1974 ($066 million), 1975 
($75 million) and 1976 ($80 million) —for grants and contracts for research 
in biomedícal, contraceptive development, social science and program imple- 
mentation flelds related to family planning and population dynamics. The present 
FY 1973 authorization is $65 million. The FY 1973 budget includes $39.8 million 
for contraceptive development carried out under the National Institute for Child 
Health and Human Development, not under title X. To remedy this, the section 
also gives the Assistant Secretary authority to utilize any other population 
research authority and appropriations thereunder to carry out research goals 
under this section. Any Federal support for contraceptive development research 
carried out by a profit-making entity is limited to 50 per cent of the total cost 
of such research. This section would, again. amend existing law by specifying 
that grants and contracts awarded under this section must be made with the 
concurrence of the Assistant Secretary for Family Planning and Population 
Science and carried out through the new National Center for Population Sci- 
ence and after peer-review consultation with the new National Advisory 
Council. In addition, the section would change the existing law to specify that 
the amount authorized to be appropriated for the grant and contract authority 
is to meet the objectives set forth in the revised and updated plan submitted by 
the Secretary. Grants for the establishment of university-based research centers 
are stressed. 

Src. 1005. Informational and Educational Materials Grants and Contracts. 
Extends appropriations authorizations for an additional three-year period— 
fiscal years 1974 ($1.5 million), 1975 ($2 million) and 1976 ($3 million) —for 
grants and contracts for information and educational materials on family plan- 
ning and on the causes and consequences of demographic characteristics and 
trends, as well as for the distribution of such materials. The present FY 1973 
authorization is $1.25 million and $700,000 is included in the FY 73 budget. The 
section gives the Assistant Secretary authority to sign off on population educa- 
tion or information assistance provided under any other law which would be 
authorized under this section. This section would, agnin, amend existing law by 
specifying that grants and contracts awarded under this section must be made 
with the concurrence of the Assistant Secretary for Family Planning and Popu- 
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lation Science in consultation with the new National Advisory Council. The sec- 
tion would also change existing law to specify that the amount authorized to be 
appropriated for the grant and contract authority is to meet the objectives set 
forth in the plan submitted by the Secretary. 

Sec. 1006. Regulations, Payments, and Special Conditions. Requires projects or 
programs receiving assistance under section 1002 to be located so as to be most 
accessible to persons from low-income families rather than to express this 
thought as a priority to low-income persons in the provision of services, as in 
present law. The section also prohibits charges for such services except to the 
extent that payment will be made by a third party, and requires wherever 
feasible, such projects or programs to make arrangements, either directly or 
through linkages, for a comprehensive range of child and maternal health serv- 
ices, including infertility services, to individuals to whom family planning serv- 
ices are made available. The section further requires that those persons served 
by such projects and programs participate in the decision-making process for 
such projects or programs; requires opportunity for review and (non-binding) 
comment by the 314 (a) and (b) (comprehensive health planning) agencies on 
applications for family planning services support under section 1002; prohibits 
research programs involving human subjects at risk unless projects or programs 
have assured the Secretary that the rights and welfare of any individuals 
involved are fully protected ; and limits provision of drugs to individuals for only 
those uses indicated in the official labeling of such drugs approved by the Food 
and Drug Administration (except in the case of the use of investigational new 
drugs where such use is in compliance with requirements prescribed by the Sec- 
retary, or where use for another purpose is approved by a peer review committee 
in accordance with regulations prescribed by the Secretary, or where two physi- 
cians certify that such use is necessary in a life-threatening situation). The term 
“low-income family" is defined as the Department of Labor lower living standard 
budget ($7,214) and the questioning of any individual as to his income level is 
prohibited in services projects and programs assisted under title X. Finally, a 
State health authority in order to receive support under section 1002 is required 
to submit a statewide plan for a comprehensive program of family planning serv- 
ices, with requirements for subsequent periodic reporting on achievement in 
reaching goals outlined in the plan. 

SEc. 1007. Voluntary Participation. Requires that acceptance of any service 
or information provided through financial assistance under title X must be on 
a totally voluntary basis and cannot be made a condition for the receipt of any 
other service or benefit. (Identical to the present title X language.) 

SEC. 1008. Prohibition of abortion. Prohibits use of funds under title X in 
programs where abortion is a method of family planning. (Identical to the 
present title X language.) 

SEC. 1009. Office of Family Planning and Population Science. Establishes 
within the Office of the Secretary of HEW an Office of Family Planning and 
Population Science, to be directed by an Assistant Secretary for Family Plan- 
ning and Population Science appointed by the President by and with the advice 
and consent of the Senate, and establishes within the Office of Family Planning 
and Population Science a National Center for Family Planning Services (cur- 
rently existing in the Health Services and Mental Health Administration 
in HEW) and a National Center for Population Science (currently existing 
in the NIH Institute of Child of Health and Human Development). The 
section also establishes a National Family Planning and Population Science 
Advisory Council consisting of the Secretary, the Assistant Secretary, the 
Directors of the two new Centers, and fifteen (eight technical/scientific/pro- 
grammatie and seven general public) members appointed by the Secretary. 
Functions of the Council shall be to advise, consult with, and make (peer- 
review-type) recommendations to the Secretary on applications for grants and 
contracts for research under section 1004, and to make recommendations to the 
Secretary with respect to the establishment of policies and implementing regu- 
lations to carry out all the provisions of title X, including the preparation and 
review of the annual budget estimate for all programs under title X, and of the 
plan and reports required by title X. 
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Sec. 1010. Functions of the Assistant Secretary for Family Planning and 
Population Science. Requires the Secretary to utilize the Assistant Secretary : 
to administer and be responsible for grants and contracts related to family 
planning services and research in the fields of human reproduction, the provision 
of family planning services, and population dynamics, including training of 
necessary manpower for such programs and evaluation of all such programs; 
to concur in the operation of programs providing any other Federal assistance 
for such purposes (including consultation with the FDA Commissioner on the 
testing, evaluation and approval of contraceptive methods under the Federal 
Food, Drug and Cosmetic Act) ; to act as a clearinghouse for information per- 
taining to such programs; and to provide liaison with activities carried on by 
other agencies of the Federal Government relating to such programs. The As- 
sistant Secretary is also given responsibility for preparing the budgets for 
carrying out the programs of the National Center for Family Planning Services 
and the National Center for Population Science, as well as the responsibility 
for appointing the Directors of such Centers. 

Miscellaneous provisions amend Public Law 91-516, the Environmental Edu- 
cation Act, to add the Assistant Secretary as a member of the Advisory Council 
on Environmental Education; and to require, wherever feasible, that grants or 
contracts supported under that Act include programs for consideration of the 
relation of population to the total human environment and require that grants 
and contracts including such a component or any other component related to 
population education have the concurrence of the Assistant Secretary. 
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IN THE SENATE OF THE UNITED STATES 


ArRIL 18, 1973 


Mr. Javits (by request) introduced the following bill; which was read twice and 


referred to the Committee on Labor and Public Welfare 


A BILL 


To extend for three years the programs for comprehensive State 
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and areawide health planning, and for comprehensive public 
health service and health services development, and to repeal 
a requirement that at least 15 per centum of a State’s formula 
allotment for public health services be available only for 


mental health services. 

Be it enacted by the Senate and House of Representa- 
tives of the United States of America in Congress assembled, 
That (a) sections 314 (a) (1), 314 (b) (1) (A), 314 (d) 
(1), and 314 (e) of the Public Health Service Act are each 
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amended by inserting “, and such sums as may be necessary 
for each of the next three fiscal years" after "for the fiscal 
year ending June 30, 1973". 

(b) The first sentence of section 314 (b) (1) (A) of 


II 
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2 
such Act is amended by striking out “and ending June 30, 
1973" and inserting in lieu thereof "and ending June 30, 
1976". 
SEC. 2. Effective with respect to appropriations for fiscal 
years beginning after June 30, 1973, section 314 (d) (7) 
of such Act is repealed. 
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From the Congressional Record—Senate, Apr. 18, 1978] 


(By Mr. Javits) 


S. 1632. A bill to extend for 3 years the programs for comprehensive State and 
areawide health planning, and for comprehensive public health service and 
health services development, and to repeal a requirement that at least 15 per 
centum of a State's formula allotment for public health services be available 
only for mental health services. Referred to the Committee on Labor and Public 
Welfare. 

EXTENSION OF PARTNERSHIP FOR HEALTH 


Mr. Javits. Mr. President, I am introducing at the request of the administra- 
tion a bill to extend, with some modifications sections 314(a), 314(b), 314(d), 
and 314 (e) of the Public Health Service Act for 3 years. 


814(8) AND 314 (b) 


Secretary Weinberger in his letter of transmittal states: 

“Although we propose to extend the legislation under which we foster com- 
prehensive State and areawide health planning, we do so with awareness that 
the comprehensive health planning system is beset with weaknesses that interfere 
with its effectiveness." 

He further says: 

“Moreover, Federal implementation of program requirements has not been 
effective to assure an open public planning process or consumer participation in 
that process. The degree to which some CHP agencies are accountable to the 
local publie has therefore been compromised." 

The Secretary's stated concern that the comprehensive health planning system 
is afflicted with some weaknesses that interfere with its effectiveness is shared 
by the Congress. It was a motivating factor in limiting CHP extension under the 
recent Senate passed omnibus extension of expiring PHS programs (S. 1136) 
to 1 year. I am concerned that by proposing a 3-year CHP renewal, the admin- 
istration suggests that instead of Congress working its will in improving and 
rationalizing CHP the Congress rely upon HEW's ability to, and I quote: 

“Allow us to improve and redirect CHP through greatly improved manage- 
ment." 

I believe it would be more appropriate for the administration to send up a legis- 
lative proposal which seeks to assess ways in which the planning process can 
impact most favorably on the health care system and determine the potential 
applicability to CHP on a national basis of the activities now under way in vari- 
ous States with regard to facility certificate-of-need and rate setting procedures. 
I believe that Congress would welcome the opportunity to work together to 
attain that desirable goal. Let us work together in overcoming CHP weaknesses, 
building upon CHP strengths, and thus improve State and regional capacity to 
conduct effective health planning. 

814 (C) 


I am also concerned that the bill does not seek an extension of the program 
of project grants, contained in section 314(c) of the Public Health Service Act, 
for training, studies, and demonstrations in the health planning field. The Secre- 
tary charges: 

“Our experience with these grants is that they have not contributed materially 
to the overall competence of the health planning process." 

He also alleges persons who wish to pursue graduate training in health plan- 
ning can be assisted through alternative sources, suggesting that there is avail- 
able the student assistance programs of the Office of Education. When the 
allegations are proven and the evidence is in regarding alternative financial 
resources, will be a better time for decision on the merits of repealing section 
314 (c). 
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814 (d) 


I am also concerned that the bill, while extending the 314(d) program of grants 
for comprehensive public health services, repeals the provision that earmarks 
15 percent of a State's allotment for State mental health agencies for the provi- 
sion of mental health services. I do not know of data which would convince me 
that some States may not seek to escape their responsibilities to their mentally 
ill citizens. Unfortunately, this is all too often the case. 


814 (e) 


My deepest concern, however, is the administration's view in support of the 
extension of the authority to make project grants for health services develop- 
ment, section 314(e) of the Public Health Service Act. The administration pro- 
poses to consolidate support for the other health service programs under this 
authority, rather than continuing other congressional health program authoriza- 
tions. Examples are migrant health activities, population research and family 
planning programs, and lead-based paint poisoning research and control efforts. 
In essence, a determination to utilize section 314(e) of the Public Health Serv- 
ice Act for funding programs the Executive chooses to support. I am concerned 
that the Executive has feiled to recognize what Congress has made crystal 
clear in regard to such proposed action. Only last year, the Congress passed and 
the President signed into law, Public Law 92—449. The legislative history of sec- 
tion 314(e) is enunciated in Senate report 92-285, where in discussing this sec- 
tion of the law, it cites the House Committee on Interstate and Foreign Com- 
merce in its report on the Communicable Disease Control Amendments of 1970: 

"In each of its budget presentations each year since the enactment of section 
314(e), the Department of Health, Education, and Welfare has earmarked spe- 
cific amounts of the 314(e) fund request for specific programs for the coming 
year. In other words, the categorical grant approach has continued since the 
enactment of Public Law 98-749, except that instead of the Congress setting 
the categories, the categories have been set by the Department of HEW." 

I believe we must restore some control to Congress of the categories of health 
programs for which project grant funds are to be made available. 

The Senate Labor and Public Welfare Committee in respect to this matter in 
its report on the Health Services Improvement Act of 1970 stated : 

“The Committee notes with concern the fact that a large proportion of the 
programs funded under section 314(e) continue to be too narrowly focused 
rather than focused upon the broader area of the organization and delivery of 
health services." 

I ask unanimous consent that the letter of transmittal and a copy of the bill 
be printed in the RECORD. 
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DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 


. MAR 29 1973 


Honorable Spiro T. Agnew 
President of the Senate 
Washington, D. C. 20510 


Dear Mr. President: 


We enclose for the consideration of the Congress a 
draft bill "To extend for three years the programs for 
comprehensive State and areawide health planning, and 
for comprehensive public health service and health 
services development, and to repeal a requirement that 
at least 15 per centum of a State's formula allotment 
for public health services be available only for mental 
health services." 

The effect of the bill is described in its title. 
Although we propose to extend the legislation under 
which we foster corprchensive State and areawide health 
planning, ve do so with awareness that the comprehensive 
health planning system is beset with weaknesses that 
interfere with its effectiveness. One significant 
problem with comprehensive health planning, for example, 
is that the legislation and the accompanying rhetoric 
have articulated very ambitious missions which, by and 
large, the CHP system has been unable to carry out. 
Moreover, Federal implementation of program requirements 
has not been effective to assure an open public planning 
process or consumer participation in that process. The 
degree to which some CHP agencies are accountable to the 
local public has therefore been compromised. 


Despite the widespread disenchantment vith the CHP system 
that these problems, among others, have engendered, the 
evidence is persuasive that unconstrained health resource 
development, particularly of inpatient facilities, 
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contributes significantly to the problem of excessive and 
unnecessary increases in health care costs. The lack of 
effective competition, the dependence of patients on the 
judgment of their physicians regarding their health care 
needs (and the consequent capability of supply to generate 
its own demand), the predominance of cost reimbursement as 
a means of paying for institutional health care services, 
and pressures for institutional aggrandizement in a non- 
competitive economy, combine to offset normal competitive 
constraints on building surplus capacity. Thus, unless 

or until reasonably effective competition is established, 
there is a need to maintain some effective control over 
construction or expansion of health care institutions. 


On balance, we conclude that, given the broad authority in 
current lav, new lecislation is not needed to overcome the 
weaknesses in the present system. We propose, instead, to 
extend current law for a period sufficient to allow us to 
improve and redirect Ci through greatly improved management. 
A plan for this management approach is currently under review 
within the Department. This plan for improved managcment of 
the program will be based on a serious evaluation of the 
strengths and weaknesses of the existing CHP agencies and 
will seek to assess ways in which the planning process can 
impact most favorably on the health care system. We expect 
to study carefully the potential applicability to CHP on a 
national basis of the activities now under way in various 
States with regard to facility certificate-of-need and rate 
setting procedures. 


This extension does not imply that the Federal Government 
should support health planning agencies indefinitely. In 
the final analysis, if comprehensive health planning does 
not succeed in demonstrating its value to State and local 
government officials we do not believe it should be per- 

petuated indefinitely as a Federal responsibility. The 
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seriousness of the problems in the health care system, 
however, are such that we believe that efforts to improve 
State and regional capacity to conduct effective health 
planning merit Federal support at this time. 


In proposing to extend the program of grants for comprehensive 
public health services (section 314(d) of the Public Health 
Service Act) we ask the repeal of the provision that 

earmarks 15 per cent of a State's allotment for State 

mental health agencies for the provision of mental health 
services. This limitation on the latitude of a State to 

apply its formula grant to meet what the State, not the 
Federal Government, perceives to be the State's priority 
health needs is inconsistent with the original and continuing 
objectives of Partnership for Health. 


The bill would also extend the authority contained in 

section 314(e) of the Public Health Service Act to make 

project grants for health services development. This is a 
broad, flexible authority, well suited to continue and 

improve the support of migrant health and population research 
and voluntary family planning programs now assisted under 

the narrow categorical authorities contained, respectively, 

in section 310 and title X of the Act. We have therefore 

not proposed extension of these latter categorical authorities. 


We are not seeking extension of the program of project 
grants, contained in section 3l4(c) of the Public Health 
Service Act, for training, studies, and demonstrations in 
the health planning field. Our experience with these grants 
is that they have not contributed materially to the overall 
competence of the health planning process. Persons who 
wish to pursue graduate training in health planning can be 
assisted through alternative sources, e.q., the student 
assistance programs of the Office of Education, which are 
available generally to all deserving students in higher 
education. E 
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We urge the Congress to give our proposal its prompt and 
favorable consideration. 
The Office of Management and Budget advises that enactment 
of this proposed legislation would be in accord with the 
program of the President. 

Sincerely, 

/5/ Caspar v. Weinberger 
Secretary 


Enclosure 
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A BILL 
To extend for three years the programs for comprehensive 
State and areawide health planning, and for comprehensive 
public health service and health services development, 
and to repeal a requirement that at least 15 per centum 
of a State's formula allotment for public health services 


be available only for mental health services. 


Be it enacted by the Senate and House of 
Representatives of the United States of America in Congress 


assembled, That (a) sections 314(a)(1), 314 (b) (1) (A), 
314(d) (1), and 314(e) of the Public Health Service Act 
are each amended by inserting ", and such sums as may be 
necessary for each of the next three fiscal years" after 
"for the fiscal year ending June 30, 1973". 

(b) The first sentence of section 314(b) (1) (A) of 
such Act is amended by striking out "and ending 
June 30, 1973" and inserting in lieu thereof "and ending 
June 30, 1976". 

Sec. 2. Effective with respect to appropriations 
for fiscal years beginning after June 30, 1973, section 


314 (d) (7) of such Act is repealed. 
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Senator Cranston. We will now proceed with the witnesses. Our 
principal witness today is Dr. Henry Simmons, Deputy Assistant 
Secretary for Health and Scientific Affairs, Department of Health, 
Education, and Welfare. 

He is accompanied by Dr. Louis Hellman, Deputy Assistant Secre- 
tary for PopulationA ffairs; also by Dr. Carl Shultz, Director, Office 
of Population Affairs; Philip Corfman, M.D., Director, Center for 
Population Research, National Institute of Child Health end Human 
Development, National Institutes of Health, DHEW. 

We are delighted to have you with us. 


STATEMENT OF HENRY E. SIMMONS, M.D., DEPUTY ASSISTANT 
SECRETARY FOR HEALTH AND SCIENTIFIC AFFAIRS, DHEW, 
ACCOMPANIED BY LOUIS M. HELLMAN, M.D., DEPUTY ASSISTANT 
SECRETARY FOR POPULATION AFFAIRS, DHEW; CARL SHULTZ, 
M.D., DIRECTOR, OFFICE OF POPULATION AFFAIRS, DHEW; 
AND PHILIP CORFMAN, M.D., DIRECTOR, CENTER FOR POPULA- 
TION RESEARCH, NATIONAL INSTITUTE OF CHILD HEALTH AND 
HUMAN DEVELOPMENT, NATIONAL INSTITUTES OF HEALTH, 
DHEW 


Dr. Srwwows. Thank you, Mr. Chairman. 

It is a pleasure to be here today to discuss S. 1708, the *Family 
Planning Services and Population Research Amendments of 1973.” 

Mr. Chairman, the administration opposes S. 1708. On April 18, 
1973, the administration’s bill, S. 1632, “The Comprehensive Health 
Planning—Partnership for Health Amendments of 1973”, was intro- 
duced. This legislation was introduced by Senator Javits. We strongly 
recommend the enactment of S. 1632 rather than S. 1708. I will discuss 
the detailed basis for our opposition to S. 1708 later, but I would first 
like to review the framework within which the administration’s poli- 
cies should be viewed. 

Both Congress and the President have emphasized the role of family 
planning in enabling individuals to obtain the health, economic, and 
social benefits which accrue from voluntarily controlling their fertility. 
President Nixon has stressed that family planning services should be 
available to all those who want but cannot afford them. 

Within this policy framework, the administration believes that the 
proper Federal role, in family planning as in other health areas, is 
one of support, not domination. In the long run, the proper Federal 
role in family planning is the same as in health services delivery gen- 
erallv.that is, to reduce financial barriers to health services. 

The principal resources for accomplishing this will be the medicaid 
program and the administration's proposals for national health in- 
surance which will soon be submitted to the Congress. 

We believe that the efforts to date have clearly demonstrated the 
value of family planning services. We support the policy reflected in 
Public Law 92-603, “The Social Security Act of 1972” that respon- 
sibility for financing these services on a “needs” basis be part of Fed- 
eral, State, and local efforts primarily through medicaid. Public agen- 
cies at the State and local level will be encouraged by Public Law 
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92-603 to discharge their responsibilities and to assure that private 
initiative and resourcefulness are given the opportunity to serve the 
health needs of those needy desiring family planning services. 

In summary, we believe that growth in family planning efforts 
should take place through the equitable financing programs rather 
than through the categorical program authorities of the past. 

Progress toward nationwide coverage has been rapid. At the end of 
fiscal year 1972, some organized family planning services were avail- 
able in 2,379 of the 3,099 counties, parishes, and districts in the United 
States. An estimated 90 percent oF low-income women who might re- 
quire subsidized services live in these counties. 

The 720 counties shown to be without services available are mainly 
rural and contain less than 10 percent of the women who might need 
subsidized services. These county statistics indicate that considerable 
progress has been made in providing subsidized family planning serv- 
ices in most areas of the country. 

Progress toward providing family planning services to all women 
who desire but cannot afford them is difficult to measure since many 
variables affect the number of women defined as requiring subsidized 
services. Such factors include population shifts, changing income 
levels, and variations in desired family size. The number of women of 
childbearing ages 15 to 44 who might need financial assistance in fiscal 
year 1975 ranges from 3,432,000 at the poverty level to 6,582,000 at 150- 
percent-of-poverty level. 

Estimates must be revised periodically to reflect changes in the 
variables. Special 1970 census tabulations of U.S. women aged 15 to 
44 stratified by martial status and income level have been ordered. 
These statistics when available in 1973, are expected to show fewer 
women in the poverty categories. 

Tho Federal Government, by subsidizing organized family planning 
services has assisted in the development of the capacity to serve indi- 
viduals who need assistance in obtaining such services. 

As I mentioned earlier, recent Federal legislation has made family 
planning services a mandatory element of State medicaid plans. Under 
medicaid, States determine the eligibility with Federal requirements. 
An estimated 3.2 million low-income individuals. however, were served 
by organized programs and private physicians in fiscal year 1972, of 
which 2 million were served by organized programs and about 1.2 
million by private physicians not associated with the organized pro- 

rams. 
> In fiscal vear 1971, nearly 800.000 new patients were enrolled in 
organized clinic programs and the partial service statistics available 
for fiscal year 1972 indicate that the number of new enrollees in 1972 
may have exceeded the 838,000 projected. The proportion of women 
served by private physicians is expected to increase during the next. 3 
years as a result of numerous factors—greater information about, and 
legitimation of, family planning; removal of remaining legal and 
administrative barriers to family planning services; the trend toward 
public and private third-party reimbursement mechanisms to finance 
family planning care; and increased referral of patients to private 
physicians by organized programs. 

Organized family planning services are provided by public and 
voluntary hospitals; State, county, and local health departments; 
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voluntary agencies, and other organizations. In fiscal year 1971, 
voluntary and other agencies served 41 percent of reported patients, 
health departments 36 percent, and hospitals 23 percent. 

Information based on contact with 1,653 current providers showed 
that nearly all current provider agencies served more patients in fiscal 
year 1972 than in fiscal year 1971 and more than one-third of current 
providers expected their programs to continue growing in fiscal year 
1973. The reason most often mentioned for growth was increased 
demand for services. Almost half of the potential providers were 
interested in providing subsidized family planning services. 

. The national reporting system of family planning services has made 
it posue to evaluate the extent which the program provides fertility 
related preventive health care and entry into the health care system. 
Analysis of nearly 800,000 patient records for calendar year 1971 
indicated that more than 90 percent of individuals receiving services 
chose the most effective methods of contraception. The methods chosen 
were: oral contraceptive, 73 percent; intrauterine device, 18 percent ; 
ee foam, 4 percent; diaphragm, 2 percent; other, 3 percent. 

tudies have shown that the use-failure rates of pills and IUD's 
are only one-fourth to one-seventh as high as for other methods. The 
function of the organized program in facilitating use of the more 
effective methods by young low-income couples is thus important from 
health, social and demographic perspectives. 

Patients also received significant preventive health services. These 
included: a medical exam or at least one laboratory test, 94 percent; 
pelvic examination, 88 percent; breast examination, 77 percent ; other 
medical examinations, 54 percent ; Pap smear, 79 percent; other labo- 
ratory tests, 60 percent. 

Alf elements in the family planning delivery system appear to pro- 
vide a high level of diagnostic health care to patients. Since over 2 
million are receiving subsidized services through organized family 
planning programs, they have become a major—perhaps the major— 
source of preventive health care for young, low-income, and largely 
women of childbearing age. 

Data from various reporting systems covering 1.1 million patients 
indicate that women currently being served in organized family plan- 
ning programs are young (median age is 23, and five out of six are 
under 30). Eighty percent have three children or less, and 30 percent 
have had no children. More than 50 percent are high school graduates 
and about 16 percent receive public assistance. 

The National Center for Family Planning Services project grants 
program has grown markedly from 80 grants and $12 million of obli- 
gations at its inception in fiscal year 1969 to an estimated 300 grants 
and $98.5 million of obligations in fiscal year 1973. During this time, 
about 250 OEO p jects with operating costs of $20 million have been 
transferred to NCFPS and the remaining OEO projects and funds 
will be transferred to NCFPS in fiscal year 1974. To improve program 
coordination many of these projects, as well as ongoing NCFPS proj- 
ects have been consolidated into areawide or statewide grants, Over 
200 grants have been consolidated, holding the total number of grants 
to about 300, rather than a much larger number which would exist 
otherwise. The Center will continue to encourage grant consolidations 
which improve services and reduce administrative costs. Projects re- 
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ceiving support from NCFPS are expected to provide services to 1.9 
million individuals in fiscal year 1974. 

Nearly 5,000 personnel were trained in fiscal year 1972 with NCFPS 
funds. This training is provided through short-term training pro- 
grams. Training grants total about $2 million and training contracts 
totaled about $1 million in fiscal year 1972. Grants funds support re- 
gional and areawide training centers while contract funds support 
special training projects. 

In addition to two major regional training centers, a number of 
training centers have been developed at the State level specifically 
tailored to the needs of the individual States. 

The Office of Information and Education, NCFPS, provides leader- 
ship to national family planning information and education activities, 
initiates special efforts to improve the quality of materials used in the 
field, communicates with health and social organizations in the Fed- 
eral and private sectors to assure their understanding of family plan- 
ning goals, and evaluates information and education programs 
throughout the country. 

In 1968 Congress established an authorization for family planning 
services under title V of the Social Security Act. Primary respon- 
sibility for administering title V is vested in the Maternal and Child 
Health Service (MCHS) within HSMHA. Title V requires that not 
less than 6 percent of the amounts appropriated for maternal and child 
health services formula grants, project grants, and research and train- 
ing be obligated for family planning services. The amounts obligated 
under this authority have always exceeded the 6 percent minimum. 
Fifty-four maternity and infant care (M. & I.) projects provide 
family planning services to high-risk prospective mothers. These 
M. & I. projects provided family planning services to over 190,000 
individuals in fiscal year 1972, and MCHS formula grants helped sup- 
port family planning services for an additional 860,000 individuals 1n 
the same vear. 

The passage of Public Law 92-603, the “Social Security Amend- 
ments of 1972,” established a major incentive for States to provide 
family planning services. Prior to the passage of these amendments, 
the provision of family planning services was a State option. However, 
Public Law 92-603 makes it mandatory that States inform all present 
and certain former or potential recipients of *Aid to Families With 
Dependent Children (AFDC)? who are of childbearing age of the 
availability of family planning services. 

The act imposes a penalty of 1 percent per annum on the Federal 
share of AFDC funds on States which failed to provide these services 
in the previous year to eligible persons desiring them. 

In addition, the act. increased the Federal share of matching for 
family planning services under title IVA AF DC- to 90 percent 
from 75 percent. and increases the Federal share for family planning 
services under title XIX—medicaid—to 90 percent from a variable 
formula with a range from 50 to 83 percent Federal matching. 

The 1972 amendments to the Social Security Act expand the universe 
of persons to whom family planning services are offered since they 
include applicants for, as well as recipients of, public assistance, as 
well as minors who are considered to be sexually active. 

State and local agencies have been working to develop cooperative 
relationships with public and private providers of medical services. 
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The emphasis in the 1972 amendments to the Social Security Act on 
the immediate provision of family planning services to those desiring 
them should assure continuation of efforts to develop additional medi- 
cal resources. 

The 1972 Social Security Act amendments made the provision of 
family planning services to cash assistance recipients under title XIX 
mandatory on the States. Medical assistance for family planning in- 
cludes payments for appropriate medical examinations, diagnosis, 
medical counseling and treatment, laboratory services, surgical proce- 
dures, drugs, supplies, and devices. These services may be provided in 
doctor's offices, clinics, hospitals (on both an inpatient and outpatient 
basis), family planning centers, or any other suitable setting. 

Because of the increased responsibility placed on the State agencies 
to assure that family planning services are offered to all eligible per- 
sons who wish to utilize them, and because of the increased Federal 
matching, substantial increases are expected in title XIX expenditures. 

The Department of Health, Education, and Welfare is encouraging 
the States to make use of the SSA title XIX mechanism as the prin- 
cipal source of financial support for family planning services. 

In the absence of effective medical family planning efforts, categor- 
ical grants have in the past been useful in reducing financial barriers 
that limit access of low-income individuals to needed health care. 
Existing programs, currently receiving project grants, are being en- 
couraged to utilize third-party payment mechanisms as their principal 
source of financial support. 

Now that these programs are firmly established, financing should 
shift from project grant programs administered by the Federal Gov- 
ernment to the medicaid program in which States assume the major 
role in determining program needs in their area. 

Therefore, the administration has included increased estimates for 
medicaid in the 1974 budget request. This increase in Medicaid funds 
will assist the States in implementing their medical assistance plans 
to low-income individuals. The individual State plans will determine 
the goals and priorities for family planning services within each of 
the States, and the aggregates of these goals and priorities will consti- 
tute the national program. 

The Social and Rehabilitation Service administers the Social Secu- 
rity Act titles IV-A and XIX which support family planning services 
for low-income individuals. These services are designed to promote 
health, reduce out-of-wedlock pregnancies, and enable State welfare 
agencies to carry out their responsibilities in work-training and em- 
ployment programs for AFDC recipients. 

Included in these services are targeted programs of research and 
demonstration projects in family planning. Title IV-A assists States 
in developing plans and administering programs for family plannin 
services. All States and jurisdictions, with one exception, have ful- 
filled the title IV-A requirements of the 1967 amendments to the 
Social Security Act to provide for the offering of family planning 
services in all appropriate cases and to assure that acceptance of family 
planning services is voluntary. 

Family planning social services include the provision of informa- 
tion, personal counseline, medical services, payment for medical serv- 
ices, referral for medical care, follow-up of medical referrals, 
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provision for transportation and child care arrangements so that par- 
ents may obtain family planning services. 

In the population research area, both the Congress and the Presi- 
dent have emphasized the importance of a strong Federal role. In 
his July 1969 message to Congress, President Nixon called for Federal 
action to solve population problems. He said: 

* * * increased research is essential. It is clear . . . that we need additional 
research on birth eontrol methods of all types and the sociology of population 
growth. Utilizing its Center for Population Research, the Department of Health, 
Education, and Welfare should take the lead in developing, with other Federal 
agencies, an expanded research effort, one which is carefully related to those of 
private organizations, university research centers, international organizations, 
and other countries. 

The mission of population research is to develop methods of fertility 
regulation which are safe, effective. and likely to be used, and to under- 
stand the motivation for their use. Within the Department of Health, 
Education. and Welfare. the Center for Population Research (CPR) 
of the National Institute of Child Health and Human Development 
(NICHD) has the primary responsibility for research efforts to im- 
prove contraceptive technology and to increase understanding of the 
biological and behavioral aspects of population growth and change. 

Research strategy in the NICIID contraceptive development. pro- 
gram requires: drug dev elopment and testing, development of new 
or improved contrac eptiv e devices and systems, and directed biomedical 
research in targeted areas. Two examples of progress in the area of 
contraceptive development during fiscal vear 1972 are: 

1. Synthesis of 4.0 grams of hypothalamic releasing factor for 
distribution to scientists, thus providing the major low-cost source 
of this significant and. promising regulatory factor. With this 
quantity of substance available. investigators will be able to 
evaluate its significance for fertility regulation; and 

9, Synthesis of a number of prostaglandin analogues, one of 
which does not stimulate smooth muscle, thus separating the 
abortifacient action. from other potential antifertility effects. It 
will now be possible to determine if those other antifertility effects 
have potential for the development of new contraceptive agents, 

A second type of biomedical research supported by the NICHD is 
fundamental biomedical research. Most of the fundamental research 
in reproductive biology conducted in this country is supported at least 
in part by the NICHD. The increased knowledge of reproductive proc- 
esses resulting from the work is essential for ‘achiev ement. of the In- 
stitute’s program goals. An example of progress in this area during 
fiscal year 1972 1s the development of a test sensitive enough to detect 
pregnancy as early as 5 days after fertilization, making pregnancy 
detectable 3 weeks earlier than previously possible. 

The third biomedical research activity of the NICITD is contracep- 
tive evaluation. Although this program monitors the medical effects 
of all contraceptives currently in use, oral contraceptives have re- 
ceived major emphasis. Secondary efforts have been started on IUD's 
and vasectomy. 

The goals of the NICITD behavioral sciences program are: 

1. To ascertain the social, psychological, and economic deter- 
minants of fertility ; and 
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2. To expand understanding of the consequences of popula- 
tion growth and change so that public policy may be guided by 
adequate information. 

Underway only 4 years, this program has already made significant 
contributions, the most notable being the national fertility study. Data 
from this survey became an integral part of the report of the Com- 
mission on Population Growth and the American Future. The survey 
emphasized investigation of the causes of changes in fertility patterns. 
One important finding was that unwanted fertility declined 35 per- 
cent for whites and 56 percent for blacks from 1960 to 1970. The sur- 
vey also found that 1 in 6 couples currently chooses sterilization to 
control fertility. 

As part of its efforts in the area of basic research, the NICHD cur- 
rently supports seven population research centers and nine program 

rojects. 

The NICHD has also supported limited activities in the area of 
manpower development. 

Scientific information activities supported by the NICHD in- 
clude an inventory and analysis of Federal research, an index of 
biomedical Mun A and monographs in population research. 

As I stated earlier, the administration has recommended that fam- 
ilv planning services activities be continued in fiscal year 1974 under 
the flexible authorities contained in section 314(e) of the Public 
Health Service Act. This broad, flexible authority is well suited to 
continue and improve the support of voluntary family planning pro- 
grams now assisted under the narrow categorical authorities contained 
in title X of the act. 

Under the administration's proposals those ancillary service pro- 
gram activities such as training, services. delivery research, and in- 
formation and education activities presently conducted under title X 
authority will be continued underexisting authorities. 

Population research activities will be continued under title III of 
the Public Health Service Act. I believe that Congress would agree 
that it is in the best interest of both the Congress and the administra- 
tion to consolidate legislative authorities whenever this can be done 
without adversely affecting operations. 

In addition to being duplicative and unnecessary, S. 1708 contains 
a number of undesirable provisions. I will discuss the major ones. 

In contrast to sound organizational principles, S. 1708 would estab- 
lish by statute a new Office of Family Planning and Population Sci- 
ence within the Office of the Secretary, DHEW. In addition, S. 1708 
would require that the proposed office be headed by an Assistant 
Secretary rather than the Deputy Assistant Secretary authorized by 
the current legislation. 

S. 1708 would also undesirably establish in law two centers within 
the Office of Family Planning and Population Science. These include 
a National Center for Family Planning Services (currently existing 
under the Health Services and Mental Health Administration in 
HEW) and a National Center for Population Science (currently 
existing under the NIH Institute of Child Health and Human De- 
velopment in HEW). Finally, the proposed legislation would also 
create a National Family Planning and Population Science Advisory 
Council to advise the Secretary on grants and contracts. 
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We are strongly opposed to those unnecessary and undesirable or- 
ganizational proposals for a number of reasons. The proposed orga- 
nizational pattern would have an adverse effect on program opera- 
tions. We firmly believe that family planning services and population 
research programs should remain within the health complex under the 
direction of the Assistant Secretary for Health in order to assure 
coordinated, efficient health programs and consistent health policies. 

We are also concerned that removing research on biomedical and 
behavioral aspects of population from the National Institutes of 
Health would be detrimental to other ongoing and related research 
activities. 

Our experience 1n biomedical research has shown that there are nu- 
merous interconnections among subfields and that contributions from 
one area of investigation often create tools and stimuli for research in 
other areas. This is also the case in the services areas. It is essential 
that family planning services be closely linked to health services and 
integrated into organized systems for comprehensive health care. Fur- 
thermore, the administration believes that no organizational pattern 
should be established by statute since this unduly restricts the Secre- 
tary's responsibility and flexibility to manage and administer 
programs effectively. 

As & whole, rather than simplify program administration, these 
proposed organizational changes would tend to make the program 
activities currently conducted more difficult to administer. By creating 
an additional Assistant Secretary concerned with health programs, 
S. 1708 represents a step backward from the efforts to improve health 
program organization recently announced by Secretary Weinberger. 

S. 1708 stipulates that if the 5-vear plan or subsequent progress re- 
ports are reviewed by the Office of Management and Budget or other 
Federal agencies, the plan submitted should identify the changes made 
during the review process. In addition. if the report is delayed beyond 
its submission date, it must be submitted to the Congress in exactly 
the form it was submitted for review. 

The administration strongly objects to the submission of working 
papers to Congress since such a procedure could only promote con- 
fusion and disorderly administration. 

The appropriation authorizations contained in S. 1708 are clearly 
excessive. S. 1708 would authorize appropriations of $231 million in 
1974, 8292 million in 1915. and $349 million in 1976. This compares 
toa 1974 budget request of $122 million. We do not believe that these 
excessive amounts are necessary to implement an appropriate direct 
Federal role in family planning activities. 

S. 1708 would also require that only funds appropriated by the 
proposed bill could be used for family planning training. research, 
and development of educational and informational materials unless 
the Assistant Secretary for Family Planning and Population Science 
e concurred in the terms and conditions governing the use of such 

unds. 

This restrictive provision would be administratively cumbersome, 
and could handicap the kind of interchange between family planning 
and other health services activities which will lead to the develop- 
ment. of the best possible family planning program as well as the 
widest possible dissemination of family planning knowledge and 
techniques. 


55 


In addition, this requirement could unnecessarily and inappro- 
priately involve this Department in the programs of other agencies, 
for example, the Defense and the State Departments. We do not be- 
lieve that this is the bill’s intent. 

In summary, Mr. Chairman, we oppose S. 1708 for what we regard 
as sound programmatic and organizational considerations, as outlined 
above. We strongly oppose the excessive authorization and the con- 
tinued proliferation of unnecessarily categorical authorizations. More- 
over, S. 1708 conflicts with the congressional intent reflected in Public 
Law 92-603 that the States begin to mount family planning programs 
aimed at those in need. We believe the direct Federal funding of 
family planning services should no longer be expanded, but that future 
reliance be placed on financing efforts. For these reasons we urge the 
committee to give favorable consideration to S. 1632 rather than 
S. 1708. 

I thank you for the opportunity to meet with you today. We shall 
be glad to try to answer any questions the subcommittee may have. 

Senator CRANsTON. Thank you very much for your testimony. 

At this time I must say that I do not plan to ask any questions this 
afternoon with regard to your testimony on this bill. My sole inquiry ` 
will be in regard to the report which has been due from HEW since 
January 1 updating the 5-year plan. 

The reason I am not going to proceed to ask any questions at this 
time is the failure of the administration to submit its written testi- 
monv to the committee 24 hours in advance, as required by rule 9 of 
the Committee on Labor and Public Welfare. 

Members of my staff have repeatedly during the last 29 years stressed 
the necessity for the subcommittee to receive testimony from witnesses 
the day before the hearing. In fact, three copies of the testimony were 
finally delivered at noon today, and there was just no opportunity to 
really look at them before this hearing began. 

The administration failure to comply with this rule of the com- 
mittee—and this is particularly the case with respect to HEW— 
generally has been repeated and persistent. It is a situation that I 
think is rather intolerable, one which makes it exceedingly difficult 
for the committee through its committee structure to carry out its 
responsibilities to investigate and consider all aspects of proposed 
legislation and to oversee the implementation of programs by the 
executive branch in furtherance of its own constitutional responsibility 
to faithfully execute the laws. 

In this particular instance, in order to provide the administration 
with as much leadtime as possible to prepare its testimony, I trans- 
mitted to the administration 2 weeks ago. on April 14. a committee 
print of the bill which I subsequently introduced, S. 1708, with very 
minor changes. 

In addition the President's budget was submitted to the Congress 
on January 29, and the administration's legislative proposal with 
respect to family planning was transmitted on March 29 of this vear. 
Surely the administration has had more than ample opportunity to 
prepare a detailed justification of its legislative proposal or the lan- 
guage thereof in sufficient time to comply with the very reasonable 
rules of the Congress. 

Accordingly, I am asking if I may that you make yourselves avail- 
able either May 18, May 22, or May 23 at a mutually agreeable time, 
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during which it is my intention to pursue with you questions raised 
by your prepared testimony or questions which were not answered in 
your prepared testimony, after members of the subcommittee have 

en given the opportunity to evaluate intelligently the testimony of 
the administration. 

I know that the individuals present here this morning on behalf of 
the administration have worked very hard to prepare t this testimony. 
I want to acknowledge that fact. I want also to say that I have deep 
respect for the program leadership of Dr. Hellman and Dr. Schultz, 
so I hope you will all understand this is really nothing personal but 
something which is institutional which has prompted me to take this 
position today. 

I would like to now ask Dr. Simmons this one question. Let me first 
say I am disappointed again that the administration has not yet made 
its annual report on progress achieved in meeting the 5-year plan sub- 
mitted to Congress pursuant to Public Law 91-572. That report was 
due by law on January 1. 

Again the same pattern of tardiness and disregard of statutory 
authority has been displayed, as was shown in the late submission of 
the previous two reports. 

The original 5-year plan was due June 24, 1971. After considerable 
prodding on my part, and on the part of Mr. Staggers of the House 
Interstate and Foreign Commerce Committee, it was finally submitted 
on October 12, 1971, 215 months late. 

The first progress report. due January 1, 1972, was submitted to 
Congress on February 7, 1972, again only after written and personal 
request to the then Secretary of HEW. 

The second progress report was due January 1, 1973, and has not 
yet been submitted to Congress. 4 months later. 

I have written a number of letters, first to former Secretary Rich- 
ardson, then Secretary Weinberger, asking for this report. I finally 
asked that, as chairman of the subcommittee havi ing the responsibility 
for implementation of programs authorized by title X, a copy be made 
available for my background information. I was very grateful that 
the then Secretary did make this copy available to ie However, there 
is a need for programs in the community and for individuals and or- 
ganizations in the public sector to have access to the information con- 
tained in the final report as well. 

Finally my question: Can you tell me when this report will be sub- 
mitted to Congress? 

Dr. Simmons. Mr. Chairman, before answering that I would like 
to apologize for the tardiness of the testimony and the report. 

One thing I hope you will keep in mind is this is 1 of our 6 hear- 
ings this week, and we have been up on the Hill about 15 times in the 
past 3 weeks, all of which has been an unusually excessive load on the 
Department. 

That is not an excuse for the lateness, but I hope you will bear that 
in mind. 

Senator Cranston. Again, when will it be submitted? 

Dr. Simmons. It should be here in the next day or so. 

Senator Cranston. In the next day or so? 

Dr. Simmons. Yes. 

Senator Cranston. We will get in touch with you about a future 
date when you can answer some questions. 
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Our next witness is Dr. Alan Sweezy, chairman of the Planned Par- 
enthood Federation of America, also professor of economics at the 
California Institute of Technology. 


STATEMENT OF ALAN SWEEZY, PH. D., CHAIRMAN OF THE 
PLANNED PARENTHOOD FEDERATION OF AMERICA; PROFESSOR 
OF ECONOMICS, CALIFORNIA INSTITUTE OF TECHNOLOGY, PASA- 
DENA, CALIF, ACCOMPANIED BY FRED JAFFE, DIRECTOR, 
CENTER FOR FAMILY PLANNING PROGRAM DEVELOPMENT, 
PLANNED PARENTHOOD, NEW YORK, N.Y. 


Dr. Sweezy. Thank you very much, Senator Cranston. I very much 
appreciate the opportunity to be here before the subcommittee. 

I have submitted a prepared statement, and will not read the text of 
the statement. I would like to make a few summary comments, and 
then I will be glad to answer any questions that you may have. 

Senator Cranston. I appreciate that approach very much. Thank 
you. 

Dr. Sweezy. It seems to me that this bill is a very excellent one 
from our point of view, and I would think also from the Government’s 
point of view. First and foremost, it provides a solid basis of financial 
support for family planning services and population research. 

verybody admits the need for family planning and population re- 
search, including the spokesman for the administration. The only 
question is how should these activities be supported financially, and 
what kind of administrative setup should accompany that support. 

My reason for saying that I think that this is an excellent bill is that 
it does provide a firm basis for financial support which is greatly su- 
perior to the prospect that we would have 1f the alternative course 
were taken. 

It has been suggested that title X of the Public Health Services Act 
be allowed to lapse, and that other channels for supporting family 
planning services be used. It seems to me there are two things wrong 
with this. 

First, that the actuality of the support througl. these other channels 
seems to be very questionable. In other words, everything that we know 
about the record so far and the prospect suggests that it is quite unreal- 
istic to think that family planning programs on the scale that we have 
had, and that we need in the next few years, can be supported in these 
other ways. 

I would just like to say a little bit more about that. We are told that 
title XIX and title IV(a) of the Social Securitv Act will be major 
channels for financing family planning services. So far they have been 
minor sources of support, and the prospect seems to be poor that they 
will improve. 

In fact, just to give you one illustration, as far as title IV(a) goes, 
instead of expanding, 1t seems that support is likely to contract with 
the regulations which are proposed to govern the availability of funds 
under that title. 

There is one illustration of this that struck me as so vivid that I 
would like to take a moment to mention it. As one of the conditions 
for eligibility, & potential recipient seeking family planning services 
would have to first apply to the welfare department and have & case 
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file established in the same way that it would be required if he or she 
were applying for financial assistance. 

A caseworker would have to assess the person's circumstances to 
determine if family planning services would be an appropriate part 
of an overall social services plan to assist that individual 1n maintain- 
ing self-support and self-sufficiency. 

This is for each individual. drawing up a plan, with all the circum- 
stances of that individual's case in mind—for one thing. of course, the 
individual could easily become pregnant while this process of drawing 
up a plan was going on, which is what family planning services are 
designed to prevent in case the pregnancy is not desired. 

It would cost a tremendous amount in terms of administrative per- 
sonnel required to make the examinations and the determinations of 
all these thousands, in fact. couple of million plans—well, it would 
not be that many people qualifying, but there would be many thou- 
sands of individuals involved. 

Asa final disadvantage. this would disrupt the activities of the health 
and planning agencies to such an extent that they would probably just 
throw up their hands and not use the provision. 

Well. I do not want to take time to go through other restrictive 
regulations, but there are a number of others that are being proposed. 
and the prospect we would actually get increased support in view of 
these regulations seems to be dim indeed. 

My second reason for preferring the kind of financing which is en- 
visaged in this bill rather than the methods that the administration 
is suggesting is that it seems to me that it is a good thing to have the 
financing concentrated, or largely concentrated, in a uniform program 
which makes coherent planning possible, and then makes review and 
evaluation of the progress we have made in achieving these plans 
possible. 

The alternative path seems to me to be that we will have things scat- 
tered all over the place. and it 1s going to be very hard for anybody to 
have a consistent overall view of what we propose to do or what we are 
actually accomplishing. 

The bill also in addition to providing a firm foundation for financing 
and the unified and accountable system for carrying out the family 
planning activities strengthens the administrative structure in several 
wavs which I think are highly desirable. 

I will mention one other feature of the bill which we support 
strongly, and that is in section 1004 (a), part 2. where an estimate of 
the total costs is required. not only an estimate of the total costs but 
also the amounts which it is expected will be met by the Federal Gov- 
ernment, by State and local governments. and from private sources. 

It would be difficult to determine these amounts exactly. but I think 
even a rough indication would be helpful. We feel strongly that the 
private sources should continue to be involved in the financing of fam- 
ilv planning. There are a number of reasons for that which I will not 
go into but which I think are fairly obvious. 

At the present time the difficulty is that with large-scale Federal 
financing many private sources tend to feel that the responsibility 
is no longer theirs and that the Federal Government will do the whole 
thing. 

If it were explicitly spelled out that. private sources should continue 
to be active, and a rough indication given of the magnitude of their 
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contribution. I think we would find it a good deal easier to overcome 
this disposition to put the whole burden of supporting family plan- 
ning onto the Government. So that is another reason why I would 
strongly support the approach, or this particular feature of the 
approach. in the bill before us. 

We also are very much in favor of the provision in section 1006(c) 
of part 3. calling for provision, either directly or through linkages 
with other health agencies, of a comprehensive range of child and ma- 
ternal health services. This 1s something that we are working toward, 
and we feel it is desirable that we should continue to move in that 
direction. 

As to section 1008, some modification might perhaps be considered. 
Our emphasis. of course, is on family planning to prevent unwanted 
pregnancies. They, however, still do occur, and until we have per- 
fected our program and our means of birth prevention, probably will 
continue to occur, and where unwanted pregnancies occur, tragic 
results often follow. 

It does seem that in these cases it is wise for us to provide preg- 
nancy testing and counseling, and perhaps the prohibition against 
support through Government funds should not be made too rigid in 
order to allow women to determine freely in the case of the unwanted 
preenancy if it does occur what the outcome should be. 

That is all I have in the way of prepared remarks, Senator Cranston. 

Senator Cranston. Thank you very much. Your testimony has 
been most helpful to us. 

Your full statement. of course. will be included in the record in its 
entirety at the conclusion of your testimony. 

Dr. Sweezy. the administration stated that the proper Federal role 
in family planning is to reduce financial barriers to health services. Do 
vou agree that financial barriers are the greatest obstacles in the way 
of the millions of individuals who want family planning services but 
do not have access to them? 

Dr. Swrrzv. Yes, I would say that financial barriers are very serious, 
and in a way they are the basic barrier because with adequate financial 
resources it is possible to overcome the other barriers which are chiefly 
ignorance through an educational and information system, but that 
takes money. 

Senator Cranston. Is it your opinion that development of new 
family planning programs is essential in the areas where there is 
limited availability of those services? 

Dr. Swerzy. Yes. I think that we have not vet covered the whole 
field bv any means, and that there are areas that are scarcely touched, 
and that we need to expand our services. 

We have come a long way. We have done a great deal, and we of 
course have to maintain those programs which are now operating. 
Thev do not maintain themselves; they have to be continued, but we 
also need expansion. 

Senator Cranston. Is it vour opinion that not training the estimated 
(00.000 individuals which the 5-year plan determined would be needed 
to provide these services. who would not be trained if the administra- 
tion proposal is accepted. would create a major obstacle to expansion 
of family planning programs? 

Dr. Swerzy. If they were not trained ? 

Senator CRANSTON. Yes. 
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Dr. Swrrzy. Yes. I feel very strongly. 

Senator Cranston, if I may, I would like to ask Mr. Jaffe to supple- 
ment my remarks on some of these points. 

Senator Cranston. Certainly. 

Mr. Jarre. To return to your first question, Senator Cranston, the 
barrier of financial inaccessability combines with a barrier which 
essentially is that many low-income people do not have & normal 
source of health care, and really what this program has done under 
Public Law 91-572 is to provide a first line of primary care and com- 
prehensive care for low-income women of childbearing age. 

It is a combination of both geographic and financial inaccessibility 
that I think has thus far prevented many low-income people from 
practicing modern family planning. 

The training question relates exactly to that configuration of lack 
of health programs, lack of trained personnel, working in these com- 
munities, and it becomes extraordinarily difficult to provide these serv- 
ices unless you can train the personnel, put the programs in place, and 
that is precisely what the project grants have facilitated these last 3 
years. 

Senator Cranston. Thank you very much. 

Is it your belief that a great deal needs to be done in the research 
field to develop a safe and effective method of controlling fertility ? 

Dr. Sweezy. We certainly do not vet have a perfect method by any 
means. There are problems connected with both the pill and the IUD, 
and we would be a lot further along toward our goal of providing safe 
and acceptable family planning in this country, even more in the rest 
of the world, if we could find a method of contraception or methods 
which did not have these drawbacks. 

Dr. Segal has said recently that with the present basic knowledge 
some essentially minor variations on our present types of contracep- 
tives can be developed, but that he feels it is impossible to go beyond 
that with our present knowledge of the reproductive process, and that 
really important further progress will require considerable further 
basic research. 

Senator Cranston. In the light of the reduction in the level of fund- 
ing included in the President's revised budget for fiscal 1973, do you 
agree with Dr. Simmons! statement that current organized programs 
are expected to continue growing in fiscal year 1973? 

Dr. Swrrzv. I think it will be very difficult for them to continue 
to grow. Of course, there is the familiar inflation factor which means 
that a constant dollar amount is decreasing in real terms. It is at least 
6 percent a year. 

What we buy, of course, is chiefly services, so that the appropriate 
price index for our activities is not the Consumer Price Index but is 
the wage and salary index. 

In addition to that, we still are not satisfying the current demand 
in a thoroughly satisfactory way, in that we still have waiting times 
in many of our clinies which are excessive, so that I cannot see how 
we can. 

Then also the kind of geographical expansion that Fred Jaffe men- 
tioned. I cannot see how with this level of funding we can continue to 
expand in satisfactory fashion. 

Senator Cranston. Mr. Jaffe, do you have any comment on that? 
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Mr. Jarre. I think that we will begin to see it tapering off. There is 
a lag between when the project grants are awarded and when the serv- 
ices go into place, and i think we will see & tapering off toward the 
end of this fiscal year. 

It will be impossible to continue the 32 percent rate of growth the 
Dieu has experienced since 1969, unless the funding also increases. 

his is true in any program where you not only enroll new patients 
but have to maintain a sizable current caseload, and it keeps 
multiplying. 

Looking at the administration’s testimony, I am sure you have the 
feeling, Senator, that I had of deja vu. 

Essentially the position of the HEW on this program has been 
very consistent since 1966. In 1966 they first proposed to do it publicly 
under the Comprehensive Health Planning Act, except privately they 
told us in those days they did not think they could do it. 

The progress that has come in this field since 1966 has come under 
congressional specifications and earmarking. It has not come under 
the comprehensive arrangements, and for the administration to try 
to contend that we can have this rate of growth under medicaid or 
ue IV(a) belies what they know of the experience of the last 5 or 

years. 

What is more, Secretary Finch when he appeared before this com- 
mittee had the candor to put the right word on it. He said: We play 
ia of Mickey Mouse with these figures. That is what they are doing 
today. 

It is now 6 months after the social security amendments of 1972 
were adopted by the Congress. There are no regulations to implement 
the mandatory family planning provisions of those amendments. There 
is no plan in HEW to provide a Federal regulation which says States 
have to buy family reunite services from all providers, and not 
choose among them which ones they will pay for services and which 
they will not. 

The title IV(a) regulations that were finalized last week, where 
they had another opportunity to implement what they call the con- 
gressional mandate of the social security amendments, interestingly, 
they do not do for family planning what they did for day care, which 
is to enlarge the eligibility level for subsidy for potential clients. 

We are talking about a program in family planning where perhaps 
one-fifth of the need are welfare recipients and the balance are people 
of very low or marginal incomes who really cannot afford to pay 
$65 or $70 a year which is required to practice family planning. 

If they had a consistent position in HEW you would have expected 
that the title IV(a) regulations that came out last week would have 
reflected the position that says: Make maximum use of title IV (a), 
therefore applying to the family planning services the same criteria 
for judgment that they apply for day care. They did not. 

It is very difficult from a program end to see how this policy can 
do anvthing but sentence the program to a slow death. 

I think the position taken by the administration today represents 
implicit disavowal of the goal that the President asked for in his 1969 
population message, and that was articulated in the 5-year plan sub- 
mitted in 1971. 

I do not see how we can get there under this policy. 
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Dr. Swrrzy. May I add a word, Senator Cranston, to that? 

Senator CRANsTON. Yes, please do. 

Dr. SwrErzv. I was really rather alarmed to learn on page 11 of Dr. 
Simmons' statement that they project a shift from the project grant 
programs by the Federal Government to medicaid programs in which 
States assume the major role in determining program needs. 

I think most of us in the family planning field would look with 
considerable alarm at a takeover by the States of the responsibility for 
family planning. We have seen too much of the difficulty that States 
have in not only putting up their share of the financing, but in mobiliz- 
ing the real concern for thistype of thing. 

Senator Cranston. Thank you both very much for your very strong 
and I think sound comments. : 

Dr. Sweezy, you indicated in your statement that your organization, 
although doing sizable fund raising, 1s at sort of a standstill in that 
respect. Can you explain why that is? 

Dr. Sweerzy. Yes. I think there are three factors involved. One I 
have mentioned already, that some of our substantial donors feel that 
because the Government has come into the family planning field in a 
big way they no longer need to do anything. That is certainly one 
difficulty. 

A second difficulty is that we have received considerable support 
from foundations, and as you know foundations are a restless lot. They 
will support something for 2 or 3 years, and then they want something 
new. Whether the new thing is half as important as what they are 
already doing seems often to be not too great a consideration. 

Then I would say that the third factor is that the drop in the birth 
rate has led people—again I think quite erroneously—to feel that 
family planning does not need support or does not need support on the 
scale that it has been receiving before. 

I think that is quite wrong. The drop in the birth rate does not 
indicate a lessened need for familv planning at all. It 1s something 
which I as an economist and student of population welcome, but. 7 
do not think reduces the need for our services. 

Senator Cranston. What is the real significance of the drop in the 
birth rate? What does this signify ? 

Dr. Swerzy. Of course, in terms of society in general it brings me 
back to the hearings that your subcommittee held a little more than 
& vear ago on a policy to work for a stable population in the United 
States. 

From that point of view it certainly would be welcome that our 
birth rate has dropped to the long-range replacement level, and w' 
hope very much that it will stay there. 

As far as family planning goes, as I indicated, the first consequence 
of the drop in the birth rate is to reemphasize our traditional goal, 
every child a wanted child. Tragedy can still occur at a low birth rate 
in terms of individual needs. 

The second point of course is that controlled fertility is a dynamic 
process. It is like education of children. It does not stay there once 
you have reached a certain degree of acceptance. When people say we 
really have not a family planning job to do anymore, I think a good 
analogy would be in saying in respect to our educational system because 
we have now reached all the children in the country and have them in 
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school at least, education is no longer an important process, no longer 
an important problem, and we can forget about it. 

Both of these things have to be done every day, every week of the 
year. You have to keep them up. 

Finally, it may be even more important to provide family planning 
services on a low birth rate than on a higher one, because the low birth 
rate is evidence of the fact that people are trying to keep the family 
size small, and in trying to keep the family size small they have more 
of a contraceptive problem than they would have if they had larger 
family-sized goals. 

So 1 would say as far as we are concerned the low birth rate cer- 
tainly does not indicate a tapering off or relaxation of our efforts; 
1f anything, it indicates an increase of the effort we should put into 
family planning. 

Senator CRANsTON. What do you think caused the decline in the 
birth rate? 

Dr. Sweezy. This is a subject which I would love to talk about for 
the rest of the afternoon, but I know you all have other things to do, 
so I will not bore you with that. 

In a nutshell we do not know what caused the decline in the birth 
rate. There are a lot of possible contributing factors, and I would say 
that one of them is the increased knowledge of contraceptives, the in- 
creased access to the means of family limitation. 

There are many other possibilities, and I will not attempt to go into 
them any further at this point, except to say there are also some real 
mvsteries in both the previous rise in the birth rate and the so-called 
baby boom and the drop since 1960. 

[The following was subsequently supplied by Dr. Sweezy :] 


CAUSES OF DECLINE IN BIRTH RATE 


In reply to your question about the causes of the decline of the birth rate in 
the United States since 1960 I would like to add for the record that there is 
evidence that improved methods of contraception were a significant factor. In his 
article “The Modernization of U.S. Contraceptive Practice" in the July 1972 
issue of Family Planning Perspectives, Charles Westoff says that on the basis 
of the 1965 and 1970 national fertility surveys, "We have estimated that about 
half of the nationwide fertility decline between the two periods is due to the 
improvement in the control of unwanted births." Further along in the same 
article he adds, The net consequence of all of these changes in methods has been 
a significant increase in the use of more effective contraception. undoubtedly the 
main explanation for the decline in the rate of unwanted fertility between 1965 
and 1970 and a major factor in the drop in the nation's birthrate." 

Senator Cranston. At the hearings which this committee held in 
October 1971, in the first 5-year-plan projections, we gave a lot of 
attention to HEW’s regulations for priority services and how to define 
low income for the purposes of obtaining family planning services. 
Could you give us your views on this whole question of eligibility ? 

Dr. Swrezy. Yes. I think there are three ways in which you could 
define low income from the point of view of the family planning field. 
The first would be to equate low income with people on welfare. That 
is a very restrictive definition. 

Fred. did you sav only one-quarter ? 

Mr. Jarre. A fifth. 

Dr. Swrezy. Even less than a quarter of the recipients of family 
planning aid through organized programs are welfare recipients. 
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A second way of defining it would be to use the official poverty index, 
and say that we define low-income people as those whose incomes fall 
below the official poverty line. 

A third way which I think is better than either of the first two is to 
look at the fertility behavior of various groups in our society and use 
that as a method of defining what we are going to mean by low income. 

Studies that have been made show that in terms of both overall fer- 
tility and in terms of unwanted pregnancies, there seems to be a cutoff 
at something like 200 percent of the official poverty line. Most people 
above that have access to private physicians. They are not entirely 
effective in controlling their fertility, but a good deal more effective 
than people below that cutoff. 

Those below it have a considerably higher fertility rate with a much 
higher unwanted pregnancy rate. It seems to me that in pragmatic 
terms this is & pretty good definition to use, something of the order 
of 200 percent of the official poverty line. 

Mr. Jarre. I would like to amplify that briefly. 

Senator Cranston. Yes. 

Mr. Jarre. The poverty line is somewhere around $4,200 or $4,300 
for a family of four. It is very interesting in the study that we have 
just done on the people who do utilize organized family planning 
programs, almost all of them are below the poverty line; 75 percent as 
I recall are below 114 times the poverty line. 

The norm in our society is for our people to go get health services 
from a private physician. People do not come to organized clinics un- 
less they have few alternatives. I think what is happening in planning 
family systems is that we are beginning to see those groups of the 
population who do not have effective access to private medical care, 
and I think it cuts somewhere around twice the poverty level. 

Finally, there is an important aspect of this calculation that must 
be considered, and that is one of the objectives of the family planning 
program, certainly the one that emerged in the late sixties, is to assist 
people of marginal income to avoid the dependency that would be 
associated with involuntary childbearing, because if you are going to 
define poverty in terms of a relationship between income and family 
size, if people have an unwanted birth, that can push them into a 
dependency status. ` 

If you are going to have such a program with such an objective, then 
it is obligatory that the planning level for that program be rather 
higher than the dependency level for the poverty level. 

That was the argument, the justification, used in the HEW 5-year 
plan for using 114 times the poverty index as the planning level, and 
I think there is justification now in terms of fertility behavior for 
raising that to somewhere around 175 or 200 percent. 

Senator Cranston. Thank you very much. Dr. Sweezy, in your 
testimony, you mentioned the importance of the uniform reporting sys- 
tem. Can vou describe that system itself, its value, as you see it, and the 
problems which it faces? 

Dr. Swrrzv. In the first place, if we are to have planning. some idea 
of how many people are in need of these services, and then how many 
people we actually reach, we need a reporting system which is uniform 
to avoid duplication. 
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We also need a reporting system which will provide us the kind of 
information for program activities on income level, on geographical 
locations, and other characteristics. 

So I would say it is very important to have a good reporting service, 
and to have a comprehensive and uniform reporting service. 

As to some of the problems connected with developing this kind of 
reporting system, I would like to have Fred say something, since he 
has been a lot closer to the technical difficulties involved. 

Mr. Jarre. Senator, the Planned Parenthood Federation pioneered 
in the development of the uniform reporting system for its own affil- 
lates beginning I believe in 1964, and from that information we began 
to do evaluations and analyses of who we were serving and what the 
growth of the program was, and we began to develop some of the 
information that we subsequently used in assisting the Federal Gov- 
ernment to launch the program. 

When the Federal program began to take shape in 1968, we par- 
ticipated in the interagency committee with HEW and then OEO, the 
purpose of which was to try to design a uniform national reporting 
system that would encompass both federally funded projects and the 
private sector projects. 

The current system is an outgrowth of those deliberations. Our basic 
purpose was to try to develop the kind of planning information that 
Dr. Sweezy mentioned, and also because we have a strong feeling that 
this program could and should be made accountable; that is, we should 
be able to report back to the Congress, to the people, what the growth 
was, who was being served, with what kinds of impact. 

That system that existed today is unique I think in the health field, 
and we have therefore a vast amount of information available to us 
on how people of different kinds respond to this kind of program. 

The problems we face are not problems of implementation any- 
where near as much as they are problems of essentially administration 
and politics. There is a very real question as to the future financing 
of that system. I hope that your legislation will take that into ac- 
count, because it is one thing to mandate that there be a national re- 
porting system, and then to go through every spring the kind of 
anxiety that is produced when the National Center for Health Statis- 
tics sends out a letter saying: We do not think we should finance this 
any more; then you go through a whole bunch of meetings because 
it 1s not clear where the responsibility for administering and for 
financing that system lies. 

I would hope that the legislation could make that clear, because one 
of the most important things making this program an accountable 
program is precisely the existence of that system. 

Senator Cranston. We are going to have to suspend for a very few 
minutes. ^ 

[ Recess. ] 

Senator CRANsTON. The hearing will please convene. 

Dr. Sweezy, the administration, as you know, proposes to fund 
organized family planning services through the partnership for health 
authorities and to extend neither title X of the Public Health Service 
Act, or title V of the Social Security Act, and to terminate the ORO 
programs. 
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What do you feel are the implications of this proposal to the pro- 
grams you deal with through Planned Parenthood ? 

Dr. Sweezy. I feel the implications are very ominous. The bulk of 
the support has come through title X. As I indicated earlier, it is the 
kind of support which seems to me to be sound in terms of this direc- 
tion, in terms of the accountability that is involved in it, and in terms 
of its security. 

This other kind of support, if it exists, seems very uncertain. I do 
not know how our programs can operate effectively under a scattering 
of dubious sources of support. The whole thing seems to fit in with the 
kind of change in the conception of the poverty problem and what to 
do about it. 

I think this is particularly serious in the area of family planning 
where the major purpose is to help people to stay out of the poverty 
category, to help them to become self-sufficient, to be self-sufficient. An- 
other child, or two or three unwanted children, can easily sink a family 
into the poverty category, at which time it is too late to provide them 
with these services. 

So it seems to me that this is the wrong emphasis to try to begin to 
contract the program so that it will only deal with the hardcore poverty 
program. 

Senator CRANsTON. How many patients do you estimate organized 
programs can serve with the administration's total allocation of $122 
million for organized family planning programs? 

Dr. Swerzy. That figure will give about the same level of support 
as in fiscal 1972 I think. 

Is that right, Fred? 

Mr. JAFFE. Yes. 

Senator Cranston. How many people would that be? 

Mr. Jarre. At the end of fiscal 1972 there were 2.6 million low- 
income women in all organized programs, not all financed with Federal 
funds, but that was the total of the organized system. 

I would judge that it might grow to 3 million, but it cannot go much 
higher than 3 million unless there is additional financing. 

Dr. Sweezy. Would there not actually be danger of actual con- 
traction because of the fact that the buying power of that money 1s less 
than it was 2 years ago? 

Mr. Jarre. Yes. What is more, the other kind of contraction is that 
the administration policy which is not yet—it is being administered in 
10 different regions in contradictory ways, and you can get all kinds 
of funny things. 

Some projects have been told their grant is going to be cut 30 per- 
cent. Others are standing in place. How that is going to impact on the 
system is very difficult to predict, except that I know it cannot go 
beyond 3 million. 

Senator CRANsTON. The administration has stated it will depend to 
a greater degree on providing family planning services through pri- 
vate physicians reimbursed by medicaid or by title IV (a) of the Social 
Securitv Act. What experience has Planned Parenthood had in ultiliz- 
ing medicaid or title IV (a) authorities? 

Dr. Sweezy. In utilizing those two sections the experience so far 
is that. we receive very limited support from them, with many difficul- 
ties in working it out. There is an awful lot of redtape, bureaucratic 
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overhead connected with them. My impression is that they are ex- 
tremely inefficient methods of furnishing funds. 

Senator CRANsTON. Have there been any problems in receiving full 
and prompt reimbursements? 

Dr. Sweezy. Yes. You have a lot of bookkeeping, a lot of adminis- 
trative work, in order to comply with the regulations. 

Mr. Jarre. In some States, Senator, by regulation the medicaid 

rogram pays only a proportion of the cost, 60 percent, I think, is the 
cure that comes to my mind in, I believe, Ohio. 

Now, medicaid is essentially geared toward the private physician 
delivery system, and I suppose the rationale there is that private 
physicians will continue to subsidize a certain proportion of the medi- 
cal care of the welfare recipients. 

Well, it does not quite work that way in & family planning pro- 
gram. One of the big constraints upon the use of medicaid for family 
planning programs—I have just seen a survey where only a third of 
all the family planning provider agencies had any medicaid reimburse- 
ment, This is because in many States they say they will provide services 
by & family physician but not by a health department, or vice versa. 
Sometimes the pattern may be different in different counties of the 
State. The administration of that program is very varied. 

There is a far greater need for private physician services. It has not 
been realized yet because it requires some kind of organized effort to 
generate it, and that organized effort can only come through a project 
grant financed program. 

Senator CRANsTON. Under amendments made to title XIX by H.R. 1, 
does the Federal Government not provide 90 percent matching? 

Mr. Jarre. Under H.R. 1 they would would pay 90 percent of the 
cost. As T said earlier, there are regulations, vet there is no definition 
of what the requirements will be for States to implement. There is no 
intention, from what we can see, for tough Federal lations to 
require that States pay all providers so that you could use that and also 
account for it. 

Whether those regulations will be forthcoming and when, I do 
not think they are going to impact in any substantial way on pro- 
grams in fiscal 1974, which it is almost now. 

Senator Cranston. In view of the delay in issuing regulations you 
do not. feel there is much reason to place much faith in what can be 
accomplished through medicaid ? 

Mr. Jarre. Senator, since they had the opportunity in the IV (a) 
regulations to show how they would come out with the Federal regu- 
lation to maximize the use of IV (a) consistent with what the legisla- 
tion in H.R. 1 said—and did not take that opportunity, in fact 
wrote a regulation that will cut in half the few existing IV (a) family 
programs around the country—I do not see how one can expect that 
thev are going to do anything different on medicaid in title XIX. 

Senator Cranston. Are there limitations from State to State on 
the provision of familv planning services in terms of eligibility! 

Mr. Jarre. Well, medicaid is for welfare recipients, and in a few 
States it goes to another group slightly above that. 

Really if you had a family planning service financed only through 
medicaid or title IV, you would be talking about family planning for 
AFDC recipients and maybe a few others. 
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What is more, the definitions vary from State to State with the 
variations in AFDC. I looked at the AFDC standards by State a 
week ago, and I am trying to remember an example of it, but in 
Alabama my recollection is that the AFDC standard is something 
like $1,100 or $1,200. I could be wrong. I can supply the exact figure 
for you, if that will help. This is for a family of four. 

In California it is, say, $3,500. That is the kind of range of 
difference. 

Now, the family planning needs are not that different between low- 
income people in California and Alabama. They are roughly the same 
kinds of people, and they are using the current program precisely 
because it does not have an eligibility level. 

If youtry to finance this program through XIX or IV (a) alone, yon 
would inevitably be going back to the welfare system and conditioning 
the whole program in terms of the welfare system. 

Senator Cransron. Are there limitations from State to State in 
terms of comprehensiveness of service? 

Mr. Jarre. Yes, basically because there have been so few family 
planning services financed under either of these authorities. 

I would say that there is no consistency yet in what it is that they are 
buying and specifying. Thev do not have in the Social Rehabilitation 
Service, for example, which administers XIX and IV (a), the kind of 
specific standards for what we mean by family planning service that 
we have in the National Center for Family Planning Service. 

If they want to do something, I would think that is where they are 
going to start. They have not done that since the 1967 social security 
amendments. Five years is a long time to wait. 

Senator Cranston. What about coverage of drugs? Are there limi- 
tations from State to State there? 

Mr. Jarre. Yes. Some States will pay for drugs and supplies; other 
States say no drugs or supplies. 

Senator Cranston. Do you have a total figure of funding available 
from nongovernmental sources to support organized family planning 
services? 

Mr. Jarre. Yes. We start with the figures we know, which are 
Planned Parenthood contributions, the affiliates, and that is something 
on the order of $15 million a year. 

To that vou would have to add some estimates for hospitals which 
subsidize part. of their program from their own budgets. That would 
have to be a guestimate. 

I would add no more than $5 million throughout the country, and 
round it off at perhaps the maximum of $20 million. 

Senator Cranston. What is available from State and local 
governments? 

Mr. Jarre. The survey we did last September showed $4.3 million 
total appropriated in about 20 States for health departments, and 
welfare departments for family planning services. 

Senator Cranston. How much of that non-Federal source is being 
matched under the social service regulations but would not be matched 
under the new proposals? 

Mr. Jarre. That is hard to say, but I would think an enormous 
proportion would not be matched. 

Senator Cranston. Would you care to come up with something for 
the record on that? 


69 


Mr. Jarre. Yes. (See p. 502.) 

Senator Cranston. What is your estimated cost of providing serv- 
ices to a single individual? 

Mr. Jarre. There have been a number of cost studies in the last 
year. It would be about $65 per patient per year for the medical exami- 
nations, lab tests, supplies, educational services. 

Senator CRANsTON. Does HEW concur in that? 

Mr. Jarre. These studies I am talking about are HEW. I am sorry. I 
think I misheard your question. 

Our cost in planned parenthood is somewhat lower than that, proba- 
bly because we have a fair amount of volunteers who contribute their 
time. 

Dr. Swerzzv. May I add a local note, Senator Cranston f 

Senator CRANSTON. Yes. 

Dr. Sweezy. In Pasadena we are proud of the fact that our per 
patient cost is just about $40, including everything; our educational 
services, outreach, and everything like that, and I just heard today 
that for the whole Los Angeles regional family planning council area 
it 1s, I think, $47. 

Senator Cranston. Very good. 

Where have new programs been established in terms of accessibility 
to population groups which previously had limited access to such? 

Mr. Jarre. As recently as 1968, Senator, we could only identify pro- 

ms 1n 1,200 counties. 

In 1972 that number is up to just under 2,000 counties. These are 
programs located in the counties. 

What Dr. Simmons is talking about in his statement is another 
kind of measure where they identify a county as having a service avail- 
able if it is contiguous to one where there is à program which may mean 
that women drive 50 miles to go to a family planning clinic. 

I personally have some grave doubts about the validity of that kind 
of measure. 

What has happened since 1968 is that the program has spread. It 
always was primarily in large metropolitan areas. That is where the 
major planned parenthood programs bun If you look at the map of 
the United States, you see they have fanned out from those major 
metropolitan areas to more remote counties, and we have approxi- 
mately two-thirds of all counties with identified programs at the 
present time. 

Senator Cranston. What proportion of these programs now provide 
for coordination with programs offering comprehensive child and 
maternal health services? 

Mr. Jarre. I do not know the answer, and I do not know how one 
would get the answer, because I do not know how you would get in- 
formation on the availability in most of those counties in comprehen- 
sive child care. 

Senator Cranston. Do you think most do or do not? 

Mr. Jarre. I think that most are in fair coordination to whatever 
exists by way of maternal and child health systems in those counties, 
That may be a very important thing to be coordinated because there 
might not be much by way of child and maternal health care. 

f the 3,000 agencies that provide family planning services, most 
of them—I do not know the exact figure—the overwhelming majority 
of them, provide family planning along with other health services. 
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There are 1,700 or 1,800 local clinics doing prenatal and post partum 
care. Whether I would call that maternal care system comprehensive 
in that sense—I personally would not want to do that. 

Senator Cranston. Many counties are so big geographically or so 
heavily populated just to say the county has a program is not really 
indicating how well served the people residing in that county are. In 
your opinion are there many communities where services are not 
readily accessible to those who want them? 

Mr. Jarre. Yes. We have tried to evaluate them not in terms of coun- 
ties but estimates of need in those counties, with the program services 
as numerator and the estimate of need as denominator. 

What we find happening is that the national proportion of need 
met is somewhere around 50 percent as of 1972; in many counties it is 
much below that; it 1s perhaps 20 percent, 25 percent. 

In a few counties, particularly in the larger metropolitan areas, it 
is probably up to 60 or 65 percent. It is that kind of spread and what 
has been happening. Those differences are narrowing and programs are 
growing really from 0 percent of need met, moving closer and closer 
to 100 percent. 

Senator Cranston. Do you have an estimate of the need nationally 
for new organized programs and the type of community, rural or 
urban, needing new organized programs? 

Mr. Jarre. I think if by new you mean new agencies, the primary 
need for new programs will be in rural areas, because I think that is 
still underserved most disproportionately. 

In the metropolitan areas there is need for expansion to some degree 
of existing program, but it may also involve new programs. There 
may be new communities. neighborhoods. where the only way you are 
going to get a program into that community is to establish it under new 
auspices. However, that is a process that is different from one city to 
the next, and it is hard to make a generalization. 

Senator Cranston. Am I correct in assuming that the nationwide 
shortage of trained health staff is one of the major factors working 
against establishing new programs where needed? 

Mr. Jarre. I do not think I would sav that personally. I think what 
has happened in the field shows the ability in this field at any rate to 
generate fairly rapid expansion and absorb considerable large in- 
creases in funding and train the people as vou go along. 

What I think 1s important about family planning. and perhaps dis- 
tinguishes it from other health services, is that the medical component 
of family planning is a relatively simple one. 

There are demonstration projects, in fact, using paraprofessional 
personnel, trained nurses, midwives, to very good effect, so that we do 
not have quite the same training problem, and problem of lack of 
trained manpower, that you would have in more complex medical 
systems. 

However, I think we do need training. 

Senator Cranston. I want to thank you both very much. You have 
been very helpful. If you have any thoughts vou would like to submit 
for the record subsequently, we would be delighted to have them. 

Dr. Swrrzv. Thank vou very much, Senator Cranston. 

[The prepared statement of Dr. Sweezy follows:] 
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Mr. Chairman: 

I am Alan Sweezy of Pasadena, California. I appear here today before you 
as the Chairman of the Board of Planned Parenthood/World Population to discuss 
S. 1708, your bill to renew and expand the Family Planning Services and Population 
Research Act of 1970, which expires June 30, 1973. I would like to take this 
Opportunity to commend you and your committee for developing such a fine bill, and 
I would like to thank you for moving ahead swiftly in scheduling hearings. I can 
only hope that we will see as timely action by the rest of the Congress. I 
believe that the longer renewal is delayed, the more we risk the family planning 
services projects now in place will be thrown into disarray due to all the un- 
certainties concerning both funding and administrative functions. 

Since the Administration does not propose to renew Title X and has indicated 
it will seek funding for family planning services only through the general grant 
authority of Section 314(e), which also expires June 30, 1973, and since the House 
Comittee on Interstate and Foreign Commerce has indicated that it does not intend 
to renew that particular section of the Public Health Service Act, the people 
involved in the programs are confused by the Administration's proposals and 
anxíous about their future. Certainly there are no local public or private re- 
sources that could serve as a substitute for federal support. Even though our 
own fund-raising efforts in the past two years have been aided by the National 
Advertising Council we have barely been able to maintain our level of funding. 

For example, our national headquarters budget declined slightly from 1971 to 1972, 
from $9.91 million to $9.51 million. The budgets of our more than 190 affiliates 
which provide services to over 600,000 patients have remained stable or shown only 
a slight increase during the past two years. I have to point out that the total 
program is more than five times the size of ours both in terms of funding and in 


terms of the number of patients served. 
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We now have in the United States a great reservoir of support for the public 
subsidy of family planning programs to prevent unwanted pregnancy and childbear- 
ing, to lower infant and maternal mortality and morbidity rates, and to foster the 
bearing of healthy, loved, and wanted infants who will have a good chance to become 
well-adjusted adults. I think this is attested to by the broad spectrum of support 
for the Title X programs which is evidenced through the supportive resolutions and 
Statements of diverse organizations and individuals such as the American Home 
Economics Association, the American Academy for the Advancement of Science, the 
National Education Association, B'nai B'rith Women, and many others. 

Since 1970, we have seen policy statements in favor of a national family 
planning services program included in the platforms of both the major political 
Parties. We have heard women's rights groups demand that they be provided such 
services regardless of income and in a manner protective of their health dignity. 
We have seen public hospitals, some Catholic and other private hospitals and 
hundreds of public health departments open their doors to those who desire these 
services. It is the members of Congress, and particularly the members of the U.S. 
Senate that we must thank for having made this possible. The Family Planning 
Services and Population Research Act originated here in the Senate Labor and Public 
Welfare Committee, and once again, it is you, gentlemen, who are responsible for 
trying to shepherd it through renewal successfully. 

I believe that these programs are worthy of your support; they are effective, 
reasonable in cost, and accountable. Currently, the federal program is providing 
family planning services to 2.6 million out of the 6.2 million women estimated to 
be in need in FY 72. It provides good general health care services, including 
gynecological examinations, pap smears, V.D. screening, breast examinations, 
urinalysis, and blood pressures. It is probably the largest subsystem for the 


delivery of health care to low-income women of childbearing age. It is cost- 


74 
zis 


effective, returning in the second year, nearly $3.00 to the government for 
every dollar spent the previous year. The HEW five-year plan provides a model 
for the orderly expansion of family planning which could be applied to other 
health care services. The Uniform National Reporting System provides 

another worthy model and supplies a mass of information suitable for detailed 
evaluations and guarantees the accountability of the program. 

The Administration has proposed that several health programs, which include 
migrant health activities, family planning, lead-based paint poisoning screening 
and treatment control programs, be supported through the general project grants 
authority of Section 314(e) of the Public Health Service Act; I would suggest 
that this proposal would simply take the decision-making authority with regard 
to these categorical programs out of the hands of Congress and turn over to the 
Executive Branch the power to continue to fund any program it unilaterally 
selects, at what level it chooses. I submit that it is Congress which should 
determine our overall national health goals and priorities. The Administration 
has also suggested that we rely on programs such as Title V, Maternal and Child 
Health, Title IV-A or Title XIX (Medicaid) of the Social Security Act for all 
further expansion of family planning. In our opinion such expectations are highly 
unrealistic. HEW is currently phasing out the support of family planning 
services through OEO and Title V, (MCH). The new Title IV-A Social Services 
regulations would for all practical purposes limit the provision of family planning 
services under this program to welfare recipients. In roughly half of the states 
the Medicaid program serves only welfare recipients and, in the remainder of the 
states, the eligibility structure for the program tends to exclude those very 
patients, such as young women who have not borne children, who should be the chief 
recipients of the services. The Administration's proposals could only do damage 


to this healthy, functioning program which has grown at an average of 30 percent 
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in patient enrollments each year. 

For these reasons I commend your bill. We thoroughly agree with the 
increased authorizations which it provides which are based on the funding 
suggested by HEW in its five-year plan. We agree that a fundamental reorganiza- 
tion of both services and research programs would facilitate further progress. 
Reorganization is the only feasible way to bring about the coordination between 
the service programs funded under the health part of the Department of HEW 
with those of the welfare part of DHEW. 

We deplore the fact that the research program, which holds great promise 
for the improvement of services, both at home and abroad, has lagged far behind 
the services program. We think this is due, at least in part, to its current 
location as one of the three components of the National Institute of Child 
Health and Human Development. The program may fave been limited in its growth due 
to the need of the Institute to keep in balance the support for the various 
research activities it administers. The current administrative arrangements 
created by the 1970 legislation have provided much-needed leadership for the 
direction of both services and research programs. We feel that placing the 
services and research programs under the direct line authority of the Assistant 
Secretary for Family Planning and Population Science would make possible further 
improvement the management of the programs and provide them with greater visibility 
and accountability. 

I have some detailed comments on other provisions of the bill at this 
time. The specific mandates with regard to the five-year plan in Section 1001 
are particularly useful. The five-year plan mandated by P.L.91-572 helped all 


of us in the field to understand the size of the task ahead and to determine how 
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the efforts of voluntary agencies and hospitals could be coordinated with 
those of governmental agencies. It also made clear the magnitude of 
financial and manpower resources which would be needed. 

In our judgment, the present bill strengthens the plan requirements particu- 
larly in Section 1001(a)(2) which calls for the plan to estimate, even crudely 
if necessary, how much of the fiscal burden will be borne by the federal 
government, how much can be anticipated from state and local governments, and 
how much will be needed from private resources. This is important because 
it makes clear the fact that private contributions are necessary for family 
planning programs and gives potential contributors an idea of the extent to 
which the private section is to be relied upon by the federal government in its 
efforts to finance the entire program. While we think that the amount of support 
that can be expected from private philanthropy is limited, it will help if the 
government makes clear that it does not intend to finance the total program. 

We also support the requirement in Section 1001(a)(3) that the plan 
specify the steps taken to maintain and operate the national patient report- 
ing system. This system has been critically important in providing data for 
planning and evaluation, and in making the program accountable. We would suggest 
that this section should also specify the steps to be taken to finance the 
operation of the reporting system, since this question has been raised by the 
federal agencies within the last year, and the future of the reporting system 


is in some doubt. 
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We believe that the requirements of Sec. 1001 (c) would be very 
helpful in enabling all of us to understand which aspects of the plan are 
based on the best professional judgment as to what 1s necessary and possible, 
and which aspects have been modified as a result of budgetary considerations. 

I would also like to discuss the concept of "low income family" as 
mentioned in Sec. 1006 (c)(1). In our view, this is one of the most important 
decisions to be considered by the Congress and the Administration, since jt 
will determine the size, scope and nature of the program. Unwanted and un- 
planned pregnancy occurs among all socio-economic groups, but 1t happens 
wore frequently among low-income persons and the consequences of such 
pregnancies are more acute to them. This basic finding of fertility research 
justifies a national program which gives priority to serving low-income 
persons. But this finding applies not only to public assistance recipients, 
or even to persons below the official poverty index, but also to others in 
near poverty and with marginal incomes. In the last half of the 1960's 
women with incomes below twice the poverty level nad an average annual 
fertility rate of 120 births per 1,000 compared to 69 births per 1,000 above 
this cutoff. It is very interesting that almost all patients of organized 
programs also came from below this level -- that is, they have very low or 
Rarginal incomes. 

In planning and developing the program, there is and will be pressure 
based on budgetary constraints to define "low inccme" at the lowest possible 
level. We believe ít 1s very important, therefore, that the legislation 
contain an explicit definition. We urge that it be expressed in terms of 


the federal poverty index, which {s a national index, rather than the Bureau 
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of Labor Statistics' lower living standard budget, which is developed 
for only a limited number of metropolitcan areas. The BLS lower living 


standard budget falls between 175 percent and 200 percent of the federal 


poverty index and for all practical purposes, the same effect would be 
achieved by expressing the standard desired as a multiple of the poverty 
index. In choosing what multiple, DHEW in its new Title IV-A regulations 
has given us a clue which may be useful. Under these regulations, the 
upper limit for any subsidy for day care is 2-1/3 times the AFDC standard 
in each state. This reflects the Administration's view of who needs 
certain key devices at public subsidy in order to avoid dependency. We have 
analyzed the state AFDC standards and found that in 15 states with 32.8 
percent of U. S. family Dlanning need, 2-1/3 times the AFDC standard is 
equa] to more than 200 percent of the poverty index. In another 12 states 
with 15.1 percent of the U.S. family planning need, it is equal to between 
175 and 200 percent of poverty. Thus in 12 states with nearly half of all 
U.S. family planning need, the upper limit for subsidy is greater than 

175 percent of the poverty index. These findings would support the use of 
at least 175 percent of poverty -- and preferably 200 percent -- as the 


definition of low-income in this legislation. 


I would like to commend you for your requirements in Sec. 1006 (c) (3) 
and (4) that projects have linkages with maternal and child health services 
including infertility services and that community participation be assured. 


These are two concepts which have, heretofore, been included in the guide- 
lines for these programs but deserve to be strengthened and made more 


visible through specific authorization 1n the law. 
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I would also like to voice our support for the protective provisions of 
section 1006(c)(6) and (7) which are in line with the guidelines of the 
Planned Parenthood Medical Standards Advisory Committee with regard to patient 
safeguards in the conduct of research and in the provision of drugs and other 


methods regularly available through our affiliates. 


We would urge that section 1006(d) be deleted. If programs cannot ask patients 
what their incomes are, then we will never know if we are serving the groups for 
whom the program is planned and to whom priority has been assigned. It is entirely 
possible to ask for income information without imposing a "means test" and indeed 
many family planning programs now do so, without any apparent difficulty. 

We would also like to comment on section 1008. We have always felt that first 
priority in funding under this act should be reserved to provide family planning 
services to all who need them. The funds which have been appropriated under this 
act have not been sufficient to do so. We urge, therefore, that the Cormi t tee provide 
maximum authorizations for the expansion of programs so as to reduce the incidence of 
unwanted pregnancy and the incidence of abortion. We believe however, that the 
Committee should give serious consideration to providing some additional funds to 
Support an extensive network of pregnancy testing and counseling which would enable 
women to freely determine the outcome of an unplanned, unwanted pregnancy. Given our 
lack of experience with the implementation of the recent Supreme Court ruling on 
abortion, we are yet uncertain whether public financial support will be needed to 
provide equal access to abortion procedures to all women regardless of income. 

Once again I want to commend you on the bill and its provisions. It is 
heartening that you have displayed this vigorous interest in the program. 

Since 1969 the Administration has also evidenced its support for family plan- 


ning services. We urge that DHEW review and modify its current proposals 
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which we believe to be ill-advised. By allowing Title X to expire we end all 
chances of fulfilling the President's commitment to the provision of family 
planning services to all those women in this country who want them but cannot 
afford them. Therefore I urge favorable action on S. 1708 so that we may 
assure all the people of this country the right to plan their families. I 
think to turn away from this opportunity to better the health and well-being 
of millions of American women now when we are so close to accomplishing our 


goals would be tragic. 
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Senator CRANsTON. We will now hear from a panel of religious 
leaders: Bishop James Mase Ault, bishop of the Philadelphia Episco- 
pal area, United Methodist Church, Philadelphia, Pa.; and Dr. 
James A. Langley, executive secretary, District of Columbia Baptist 
Convention, Washington: D.C. 

I welcome you both. I understand we will be receiving statements 
from the following religious organizations: The National Council 
of Jewish Women, the Union of American Hebrew Congregations, 
the National Council of Churches, the United Presbyterian Church 
in the United States, the Presbyterian Church in the United States, 
the United Church of Christ, and the Episcopal Church. 

I would appreciate it if you could summarize the main points of your 
testimony because it is possible we are going to run into some time 
problems, and we have several witnesses yet to come. 


STATEMENT OF BISHOP JAMES MASE AULT, BISHOP OF THE PHILA- 
DELPHIA EPISCOPAL AREA, UNITED METHODIST CHURCH, 
PHILADELPHIA, PA. 


Bishop Avrr. Thank you, Senator Cranston. I am James Ault, 
ee bishop of the Philadelphia area of the United Methodist 
urch. 

Before my election to the episcopacy and appointment to the Phila- 
pe area, I served as dean of Drew University School of Theolo 
and on the faculty of Union Theological Seminary in New York. 
Prior to that I was a pastor for 15 years, serving congregations in 
rural, suburban, and urban settings. 

With me today is Dr. James Landis of the District of Columbia 
Baptist Convention. We had hoped to have with us also & representa- 
tive of the Union of American Hebrew Congregations. Although he 
was unable to be here today, the Union does plan to submit a state- 
ment to the committee regarding this legislation. 

I also understand that representatives of several women's organiza- 
tions within the Jewish and Christian faiths will be testifying later 
this week. | 

We appreciate this opportunity to present our concerns and those 
of our respective religious organizations for the programs recom- 
mended by S. 1708, currently before this committee. The interest of 
the United Methodist Church in the issues of family planning and 
population dynamics has become increasingly focused over the last few 
years, as a long-standing concern for the health and well-being of 
families has joined with a relatively new recognition of the threats 
posed to that well-being by unchecked population growth. 

Like other organizations and private citizens, the United Methodist 
Church is attempting to deal seriously with the problems of popula- 
tion growth and distribution in order to ensure individual freedom and 
dignity for all people. 

n 1970 the United Methodist General Conference, sole policymak- 
ing body of the denomination, consisting of elected representatives 
from local churches across the Nation, adopted a statement entitled 
the population crisis resolution. After examining the dangers posed 
by unchecked population growth and the possibilities for individual, 
organizational, and national action in this area, the Conference 
concluded : 
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Since the population problem is so acute, imaginative and vigorous action is 
required on a grade scale. Let us, therefore, act now, that children may not be born 
to suffer and to experience despair, but rather may be the blessed fruit of love 
and the hope of a good tomorrow. 

This is still the stand of the church, but we recognize that the hopes 
expressed therein can never be realized so long as individual women 
and men do not know or cannot practice the means of planning their 
families. 

In a day of increasingly wonderful scientific discoveries and devel- 
opments in medical research, it is difficult for some of us to realize 
that the very basic possibility of planning one's family is not yet a 
reality for many women in this country. 

This is caused by a lack of knowledge on the part of individuals, 
lack of affordable services, and lack of a totally safe and effective 
contraceptive. 

The recent national fertility study, conducted by the Office of 
Population Research of Princeton University, indicates that of all 
infants born to married women during the 5-year period from 1966 to 
1970, 44 percent were unplanned and fully 15 percent were reported 
by the parents as having never been wanted. 

. Unwanted fertility can cause a family to cease to be self-support- 
ive, and can prevent individuals and families from becoming finan- 
cially independent and economically secure. For others. involuntary 
child-bearing may be damaging to maternal health, while safe con- 
traception might reduce significantly the incidence of prematurity, 
infant and maternal deaths, birth defects, and mental retardation. 

At the same time that many women suffer in terms of health and 
family stability from unplanned fertility, others who desperately want 
to bear children suffer the pain of infertility. 

The measures proposed by S. 1708 address both these needs, as it 
calls not only for the provision of safe family planning services to 
those who could not otherwise afford them, but also for increasing 
research in the area of human reproduction, research which can lead 
to better contraceptives, better understanding of motivations for child- 
bearing, and better knowledge of the causes and possible remedies 
for infertility. 

We believe that such legislation is essential to the health and well- 
being of women, children, and families throughout our society. 

Of particular concern to United Methodists are the fears of some 
minority groups that family planning programs may be used by those 
in power in a coercive manner, leading to the decline or even the ex- 
tinction of certain minority groups. In light of these feelings, the 
United Methodist Church in its policy statements calls upon the 
society to “be aware of the fears of many in poor and minority groups 
and in developing nations that family planning programs can become 
coercive and even genocidal in nature; and strive to see that family 
planning programs respect the dignitv of each individual person as 
well asthe cultural diversities of groups." 

I believe that S. 1708 speaks clearly to this concern, and I appreciate 
the fact that sponsors of that bill saw fit to include certain protective 
clauses. Those sections insuring individual privacy and the voluntary 
nature of family planning programs, particularly for the poor, and 
requiring that services be offered when possible in the context of com- 
prehensive child and maternal health care, including infertility serv- 
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ices, clearly address the anxiety of many and are to be welcomed by 
those dealing with the provision of services. 

Coercion in this most sensitive of areas is surely abominable, and 
we feel the inclusion of these protective clauses adds significantly to 
the integrity and value of the proposed legislation. 

Fears of minority and poor families have been seized upon by some 
who charge that, since programs authorized by the Family Planning 
Services and Population Research Act of 1970 are directed primarily 
at persons in the poverty or near-poverty levels, they operate unfairly 
to force poor families to limit the number of children which they have, 
while allowing more affluent families to have as many children as 
thev desire. 

We believe deeply that family-planning programs should never be 
an excuse for avoiding other measures to E poverty. 

The E funded by this act have served, however, to give to 
the poor those rights and benefits generally available to the middle 
and upper class. For the affluent woman who can easily afford the 
services of a private physician, federally funded programs may not be 
be necessary. A government-funded program must give priority to 
those who, for economic reasons, are unable to obtain the services of 
private physicians. 

These programs have benefited poor families in another way, by 
bringing them into a network of health care services not previously 
utilized by many of them or by their families. In its recent analysis 
and recommendations of the proposed Federal health budget for 
1974, the American Public Health Association noted that “family 
planning has served not only as a means of fertility control, but also as 
the only entry point into the health care system for many people. It 
has also been the catalyst for the development of new types of health 
manpower for this Nation * * * given the established success of these 
programs (a decrease in funding), could be a step backward in the 
Government attempt to control the birthrate and improve the health 
delivery system.” 

One other point. which I would like to mention for just a moment 1s 
the relationship of family planning programs proposed by the legisla- 
tion before you and the matter of abortion. Indeed, some legislators 
seem reluctant at this time to give strong support to this and similar 
legislation for fear that their constituents will believe them to be sup- 
porting widespread abortions. This is so despite the explicit prohibi- 
tion on using funds herein authorized for programs in which abortion 
is used as a means of family planning. 

For some vears the United Methodist Church has firmly supported 
the availability of medically safe, legal abortions. We have seen this, 
however, not as a means of family planning, but rather as an extreme 
measure to be undertaken thoughtfully and prayerfully in those situa- 
tions where the life or health of the pregnant woman or her family is 
threatened by an unacceptable pregnancy. 

It seems to us that, while we may differ among ourselves on the ac- 
ceptability of abortion, we can all agree that it would be better if abor- 
tions were rarely necessary. The best way to insure a decline in the 
number of abortions performed—legal or illegal—is to make avail- 
able to all persons desiring them the information and services neces- 
sary for medically safe, effective means of contraception, and educa- 
tion in what responsible parenthood means. 
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In this regard we are particularly aware of the fact that not only 
must we provide for the extension of family planning services, but we 
must also provide for continuing research in the areas of human re- 
production and contraception. Today many women who can easily af- 
ford family planning services are still experiencing unplanned preg- 
nancies due to contraceptive failure. 

Of course, we all realize that even the highly effective pill is not 
totally infallible, and many women cannot use this or other of the 
more effective means now available because of dangerous medical side 
effects. For this reason it is essential that the Federal budget include 
increased funding over the next 3 years for intense research efforts, not 
only into the perfection of effective and safe contraceptives, but also 
into the causes and cures for infertility problems. 

It is generally acknowledged that reproductive research has never 
been a major priority for physicians or trained biomedical research- 
ers. Our knowledge of basic reproductive biology is stil] characterized 
more by gaps and enigmas than by clearly comprehended patterns. Yet 
as compared to our understanding of the motivations involved in 
fertility-related decisions, and the relative effects of social and 
economic changes on patterns of childbearing, our understanding of 
reproductive biology is vast. 

The U.S. birth rate has fallen sharply in the last year, and is now 
at replacement level, yet we do not really know why. Ánd therefore we 
is not know whether it might go up again if circumstances or factors 
change. 

If pl are to derive much needed answers and insights in all these 
areas, and to develop several options of better contraception, we must 
encourage new research efforts in these areas. The creation of a Na- 
tional Center for Population Science, with adequate funding for basic, 
applied, and social science research as well as for training personnel 
to carry out such research, is an essential step in the effort to bring a 
halt to population growth and to assure the possibility of individual 
choice in matters of fertility. 

I spoke a moment ago about the fears of some minority groups of 
domestic family planning programs. In a real sense this same fear is 
present on the international scene, as individuals in third world na- 
tions view with concern and suspicion the willingness of the United 
States to invest foreign aid moneys in family planning programs for 
their people. 

In light of this concern, it may be that the greatest contribution the 
United States can ultimately make as its part in a mutual worldwide 
effort will be in the area of research. Our Nation is particularly rich in 
terms of its research capabilities and resources. 

The benefits of research made possible by this legislation in the areas 
of human reproduction, contraceptive development, and population 
dynamics can be expected to yield benefits far beyond our own bor- 
ders in the vears to come. 

As a United Methodist bishop I have a special interest in this area 
of possible benefit. Recently the Council of Bishops of the United 
Methodist Church issued a “Call for Peace and the Self-development 
of Peoples.” In that call we noted among the enemies of peace today 
the threat of increasing population growth for both developed and the 
developing nations, and concluded that concerned and adequate efforts 
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to work together to stop population growth are essential if we are to 
maintain peace and indeed human life as we know it on this earth. 

We recognize the danger of the developed nations simply exporting 
their own values and goals along with their assistance. I believe that 
through focusing in our own country on the needs of families and on 
increased programs of research, we can produce information and mate- 
rials which can be used well by the people of other nations, according 
to their own needs and national aims. 

There is one final provision of S. 1708 which I would like to com- 
ment on just briefly. This is the proposal for an Office of Family Plan- 
ning and Population Science in the Office of the Secretary of DHEW, 
to include a National Center for Family Planning and a National Cen- 
ter for Population Science. 

The United Methodist Church in 1970, recognizing the crisis nature 
of unchecked population growth, called for the establishment of a 
major agency to deal with that crisis. The proposed Office of Family 
Planning Services and Population Science would fulfill this objective, 
providing not only greater visibility for this concern within the 
national Government, but also improving the coordination, effective- 
ness, and mutual development of the service, research, educational, 
and training aspects of fertility and population related programs. 

In closing let me emphasize that our primary concern is for the 
m of fife and the assurance of dignity to each individual and 

amily. We are attempting to deal as a church with the problems of 
pulation growth not simply because we fear a crowded planet, but 
cause we are convinced that uncontrolled growth rates may lead to 
a world in which resource depletion, food shortages, overwhelming 
demands on a Government designed to function best in a smaller 
setting. increasing restrictions on individual choices, and competition 
for limited resources may make life with dignity almost impossible for 
millions of individuals. 

We are calling for increased research into reproductive biology and 
population dynamics and for broader availability of family planning 
services not in order to demean the value of a single human life, but 
rather to insure that each individual will be born into a family which 
is prepared to love and care for that child, and to strengthen the 
family by making childbearing a matter of responsible choice. 

I would like to conclude with an excerpt from the United Methodist 
statement on responsible parenthood : 

We affirm the principle of responsible parenthood. The family constitutes the 
primary focus of love, acceptance, and nurture, bringing fulfillment to parents 
and child. Personhood develops as one is loved, responda to love, and in that 
relationship comes to wholeness as a child of God. 

Each couple has the right and the duty prayerfully and responsibly to control 
conception according to the circumstances of their marriage. They are in our 
view free to use those means of birth control which meet the approval of the 
medical profession. 

As developing technologies have moved conception and reproduction out of the 
category of a chance happening into the realm of responsible choice, the decision 
whether or not to give birth to children must include acceptance of the responsi- 
bility to provide for their mental, physical, and spiritual growth, as well as 
consideration of the possible effect on quality of life for family and society. 

It is to insure to every family, poor as well as affluent, the possibility 
of choosing parenthood responsibly, for the sake of the child, the 
family, and indeed the world, that we gladly support the proposed 
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Family Planning Services and Population Research Amendments of 
1973. 

Senator Cranston. Thank you very much for your fine statement, 
Bishop Ault. 


Dr. Langley, did you have a statement also? 


STATEMENT OF DR. JAMES A. LANGLEY, EXECUTIVE SECRETARY, 
DISTRICT OF COLUMBIA BAPTIST CONVENTION, WASHINGTON, 
D.C. 


Dr. LANGLEY. Yes, Senator Cranston. 

I am pleased to testify on behalf of Senate bill 1708. In a broad 
sense I speak on behalf of nearly 2 million members of the Baptist 
General Convention of Texas and 12 million members of the Southern 
Baptist Convention. 

The view which I represent grows out of Baptists’ understanding 
of the essential nature of man, in this context; namely, that first, every 
person is a being of infinite dignity and worth, with the corollary that 
every child has the right to be wanted. and cared for, for his or her 
own sake; second, the sex within marriage is meaningful in itself 
quite apart from the transmission of life or the possibility of 
transmission of life, offering at least the possibility of creating a kind 
of exalted relationship between two persons which is possible in no 
other way; it does not require justification by the possibility of 
propagation; third, that procreation is one of the highest goals, 
but only one of the goals of sexual union in marriage, which carries 
with it awesome responsibilities for the well-being of the offspring. 

In 1968 the Baptist General Convention of Texas in annual session 
approved a statement on family planning, the partial text of which 
reads as follows: 

Every hour world population grows by 5,000 persons. Every day at least 10,000 
die of malnutrition. Every week the tide of people rises by more than a million. 
We must recognize that much help for those in desperate human need is nullified 
by the continued population increase and that many children being born into the 
world are unwanted, uncared for, undernourished and underprivileged. 

Full family life education must be available to all citizens, particuarly to the 
poor and uneducated. An affirmative public policy regarding birth control infor- 
mation is required in order that the right of free choice in the private life of 
husband and wife may have a basis in fact rather than being an empty slogan. 
We see any system, religious or political, that supports a mandatory, * * * im- 
posed ignorance of modern medical advances as dictatorial and inhumane, 

Therefore, we support the programs of the Public Health Service and other 
government and private agencies that offer health and hope to mothers otherwise 
trapped in a cycle of annual pregnancies. We see that planned parenthood, 
practiced in Christian conscience, may fulfill rather than violate the will of God. 


I will not read the resolution adopted by our denomination, the larg- 
est evangelical body in the United States in 1967. It is included in my 
prepared statement. 

Senator Cranston. Your entire statement will appear in the record. 
at the conclusion of your testimony. 

Dr. LaANarEv. Thank vou. 

We agree with the Senator's statement at the outset today that 
coordination as well as services will suffer from the allocation of re- 
sponsibility for funding services to the State levels. 

The record of accomplishments to date by the Federal] Government 
giving to the States a surrogate role, particularly in such a sensitive 
und yet critical field, offers little hope for progress in this area. 
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In our view the availability and use of safe and effective means of 
birth control would go far toward eliminating the profoundly disturb- 
ing questions and problems related to abortion in many instances. 

There is no thought or desire to impose by force or Government ac- 
tion our convictions in these matters. At the same time each married 
couple desiring information concerning family planning ought to be 
able to obtain it. 

We are rightly appalled at the slaughter of human beings in war- 
fare. Why should we not be appalled by millions being condemned 
to death by malnutrition, starvation, and other causes beyond their 
cont rol ? 

Diligent efforts must continue to increase food production and dis- 
tribution to feed the world's masses, but in many nations these measures 
cannot hope to keep pace with the galloping population growth. Medi- 
cal care and education appear to be hopelessly outdistanced. Com- 
mendably. our Nation is spending hundreds of millions for medical 
research to extend life. 

It is unthinkable, if and when cures for heart disease, cancer, and 
other dread maladies are discovered, that we should withhold them 
from other nations. Is it rational, to say nothing of compassionate, not 
to exert the most determined effort through research to provide effec- 
tive means of determining whether a child shall be born with hope for 
something of the fuller life, and safe means of contraception in order 
that the mother's life mav also be safeguarded ? 

What we seek is more than mere existence. We seek to make quality 
of life. not a hollow phrase, but a reality for all. We believe Senate bill 
1708 would make a significant contribution to that end and urge its 
passage, 

Senator Cranston. Thank you very much. I deeply appreciate the 
very fine statements of support for a worthwhile program from both 
of vou and from those you represent. 

Bishop Ault, vou spoke just. briefly in closing of your concern for the 
quality of life. Could you elaborate a bit on how you see that as it re- 
lates to this legislation. 

Bishop Arr, Yes, Senator. 

First of all, we favor family planning not just as a means to stop 
population growth but as a matter of human right and dignity. We 
want to stress and lift up the importance of family life. because in the 
context of the family the psycho-sexual development of the child be- 
gins, and in large measure what happens there determines his own self- 
understanding. appreciation, and lios in fact he will relate to other 
persons and see them as persons also. 

It also involves responsibility of choice, freedom of choice. These 
DOSE are not imposed upon a family, but the services rendered 

ased upon research are provided the family through a communica- 
tions network to gain understanding. and then they make a choice of 
whether or not thev would participate in these programs. 

Finally, the importance of women being able to plan when to have 
children we stress; that parenthood is a blessing and not in some in- 
stances an unavoidable fact of life. These are some of the things I had 
in mind when I included that statement. 

Senator Cranston. Thank you. I would like to pose this question 
to eit her or both of you. 
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The bill contains authorizations for money to be used in the develop- 
ment of educational materials. Do you think it is appropriate for the 
Government to become involved in developing educational materials 
for the sensitive area of responsible parenthood ? 

Dr. Lanatey. I do indeed. I am conscious of the fact that the whole 
uen of sex education is a very sensitive one; that this is not the 

Irect purpose of this, but rather strictly in the sense of family 
penu 

But I believe the Government not only has the right but that the 
responsibility lies with the Government to support the private sector 
2n SE of the people who otherwise would not have adequate funds 

or this. 

Senator CRANsTON. What do you see as the Government's proper role 
in regard to the problem of population growth in other countries? 
Should it be limited to whatever can be done in the field of research to 
provide technical assistance, or should we also fund service programs in 
those countries where they want our help in that way? i] 

Bishop Avuur. Senator Cranston, I would respond in this fashion. 
First of all, given the resources we have in this country—by that I 
mean scientific, technological, and financial resources supporting the 
research programs, sharing the conclusions of the research with the 
nations of the world, not imposing but letting them share in similar 
fashion with this country, a nation might turn to us either unilaterally 
or multilaterally and ask for our assistance. 

I think the population issue is so fundamental to the whole Earth 
and all the families of the Earth, including the nations, that we should 
make whatever scientific knowledge we have available to them and 
help support it 1f necessary. 

Dr. LANdLEVY. May I add a word, Senator? 

Senator CRANsTON. Yes. 

Dr. LANcrxv. The billions our country has spent in foreign aid have 
often been undercut by the fact that we simply cannot meet the bur- 
geoning needs in the field of a whole range of social services, whereas 
by comparison a much smaller sum spent in this area at the request of 
these nations—of course, only at their request in terms of research and 
funding—will I think bear the highest dividends. 

Senator Cranston. Thank you very, very much. Your testimony has 
been most helpful. 

Bishop Avrr. Thank you for the ups of being here. 

[The prepared statement of Dr. Langley follows:] 
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Testimony of Dr. James A. Langley, Executive Secretary of the District 
of Columbia Baptist Convention, before the Subcommittee on Health of the 


Senate Labor and Public Welfare Committee on Senate Bill 1708. 


Mr. Chairman and distinguished members of the Committee, I am grateful 
for the opportunity to testify for Senate Bill 1708. In a broad sense I 
speak on behalf of nearly 2 million members of the Baptist General Conven- 
tion of Texas and 12 million members of the Southern Baptist Convention. 

The view which I represent grows out of Baptists' understanding of the 
essential nature of man, in this context namely that (1) every person is a 
being of infinite dignity and worth, with the corollary that every child has 
the right to be wanted, and cared for, for his or her own sake; (2) secondly, 
that sex vithin marriage is meaningful in itself quite apart from the trans- 
mission of life or the possibility of transmission of life, offering at least 
the possibility of creating a kind of exalted relationship between two persons 
whích is possible in no other way; it does not require justification by the 
possibility of propagation; (3) thirdly, that procreation is one of the 
highest goals, but only one of the goals of sexual union in marriage, which 
carries with it awesome responsibilities for the well-being of the offspring. 

In 1968, the Baptist General Convention of Texas in annual session ap- 
proved a statement on family planning, the partial text of which reads as 


follows: 


Every hour world population grows by 5,000 persons. Every day at least 
10,000 die of malnutrition. Every week the tide of people rises by more 
than a million. We must recognize that much help for those in desperate 
human need is nullified by the continued population increase and that 
many children being born into the world are unwanted, uncared for, under- 
nourished and underprivileged. " 
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.. „ Full family life education must be available to all citizens, par- 
ticularly to the poor and uneducated. An affirmative public policy re- 
garding birth control information is required in order that the right of 
free choice in the private life of husband and wife may have a basis in 
fact rather than being an empty slogan. We see any system, religious or 
political, that supports a mandatory, . . . imposed ignorance of modern 
medical advances as dictatorial and inhumane. 


Therefore, we support the programs of the Public Health Service and other 

government and private agencies that offer health and hope to mothers 

otherwise trapped in a cycle of annual pregnancies. We see that planned 

parenthood, practiced in Christian conscience, may fulfill rather than 

violate the will of God. 

Our denomination, the largest evangelical body in the United States, 
adopted in 1967 this statement on family planning: 


Whereas, God has blessed . . . /man/ with the knowledge and skills of 
medical science for the benefit of mankind, and 


e > . Over population and the threat of mass starvation are posing an 
increasing problem in many parts of the world, and 


- « . it is the responsibility of parents to determine the desirable size 
of families and the spacing of children so as to provide adequately for 
them as well as for the well-being of the parents, and 

Whereas, the biblical concept of marriage teaches sexual companionship 

of husband and wife, the procreation of children, the worth and dignity 

of a human life, 

Be it therefore resolved that the Southern Baptist Convention commends 

to those married couples who desire it and who may be benefited by it, 

the judicious use of medically approved methods of planned parenthood and 

the dissemination of planned parenthood information. 

Various agencies of our denomination have long been involved in sponsoring 
family planning clinics. All efforts, however, by the private sector are not 
adequate alone. This is one of those tasks which in our complex world requires 
strong government leadership in research and services in family planning, and 
support of the private sector. 

Advocacy of serious limitation of the federal role in family planning 


services, with federal funds being provided to the states ostensibly for the 


same purposes, is at best, unrealistic, and at worst, an evasion of responsibility, 
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with incalculable consequences. The record of accomplishments to date by the 
federal government giving to the states a surrogate role, particularly in such 
a sensitive yet critical field offers little hope for progress in this area. 

There is no thought or desire to impose by force or government action 
our convictions in these matters. At the same time each married couple de- 
siring information concerning family planning ought to be able to obtain it. 

We are rightly appalled at the slaughter of human beings in warfare. Why 
should we not be appalled by millions being condemned to death by EEN 
starvation and other causes beyond their control? Diligent efforts must con- 
tinue to increase food production and distribution to feed the world's masses, 
but in many nations these measures cannot hope to keep pace with the galloping 
population growth. Medical care and education appear to be hopelessly out dis- 
tanced.  Commendably our nation is spending hundreds of EZE for medical 
research to extend life. It is unthinkable, if and when cures for heart disease, 
cancer and other dread maladies are discovered, that we should withhold them from 
other nations. Is it rational, to say nothing of compassionate, not to exert 
the most determined effort through research to provide effective means of deter- 
mining whether a child shall be born with hope for something of the fuller life, 
and safe means of contraception in order that the mother's life may also be safe- 
guarded? 

What we seek is more than mere existence. We seek to make quality of life, 
not a hollow phrase, but a reality for all. We believe Senate bill 1708 would 


make a significant contribution to that end and urge its passage. 
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Senator Cranston. Our next witness is Ms. Joyce Henderson, sec- 
retary-treasurer, National Family Planning Forum; executive direc- 
tor of the Los Angeles Regional Family Planning Council. 

Ms. Henderson, we are delighted to have you with us. 


STATEMENT OF JOYCE HENDERSON, SECRETARY, NATIONAL 
FAMILY PLANNING FORUM; EXECUTIVE DIRECTOR, LOS ANGE- 
LES REGIONAL FAMILY PLANNING COUNCIL 


Ms. Henperson. Thank you. It is a pleasure to be here. 

Senator Cranston. What is the National Family Planning Forum? 

Ms. HENprEnsox. The National Family Planning Forum is a nation- 
wide association of major family planning provider agencies. It was 
founded in 1970 and has more than 200 member agencies. 

I would just like to summarize my written testimony which you have 
already received. 

Senator Cranston. Thank you. That would be very helpful. Your 
entire statement will appear in the record at the conclusion of your 
testimony. 

Ms. HrNprnsox. First of all, I would like to say that S. 1708 has 
been very well received. Family planning programs have begun to 
experience a tremendous success in providing a service which is broader 
than just contraception, and we have also been able to break through 
the cultural barriers which did exist when programs first began. 

During the first year of funding in Los Angeles, we had to direct 
significant dollars to outreach programs, and we served about 7,300 
new family planning patients. During the last year, since the program 
has been so well received by the community at large, we have served 
approximately 43,000 new patients. 

With all the success, we are still facing long waiting times at clinics 
and service cutbacks. We are proud that patients are coming in earlier 
in their reproductive cycle and that a majority of new patients have 
two children or less. 

Faced with the shortage of funds in fiscal 1973 and with the extraor- 
dinary demand from the communities we serve, many programs at- 
tempted to use title XIX and title IV(a) as funding mechanisms. 
These have not been realistic sources of funds for most projects. In 
fact. only three States have been able to develop programs that would 
significantly affect the utilization of dollars for family planning serv- 
ices. These States are California, Louisiana, and Georgia. 

We are further hampered by the new HEW regulations regarding 
utilization of title IV (a) funds. We estimate that 20 percent. of the 
patients we are now serving under title IV(a) are current. welfare 
recipients. The rest of the patients are served under the old HEW 
definitions of former or potential recipients of assistance, or *medi- 
cally needy? individuals. Throughout the State of California, about 
10 percent of the patients that are served under title IV (a) programs 
are categorized as either potential or former welfare recipients or as 
medically needy. 

Nationallv, the medicaid programs are even narrower and more 
restrictive in their definitions, which are referenced in my written 
testimony. The recent. study cited in my statement indicates that only 
about. 7 percent of family planning services are provided through the 
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medicaid system and that this figure could not increase to more than 
probably 25 percent at best, even with extreme effort on the part of 
the programs and the administration. 

In terms of the family planning patients we are seeing in Los 
Angeles, approximately 74 percent of our patients are either at or below 
125 percent of the poverty guideline as described by OEO. 

Given all the problems concerned with family planning services and 
the tremendous acceptance we have had from our programs to date, 
we feel that the growth of family planning—and even maintenance 
of services at the existing level—cannot be accomplished without 
the passage of S. 1708. 

Senator Cranston. Thank you very, very much. 

Could you tell us a little bit about the Family Planning Forum? 

Ms. HrNprnsox. The National Family Planning Forum was formed 
à few years ago, and the main purpose was to bring together the major 
providers of family planning services so they could exchange infor- 
mation, have a formal network of ideas and information gathering, 
and develop approaches to solving the problems of family planning 
programs. 

At the last annual meeting, which was just held a week ago, we noted 
our membership of over 200 individual agencies which provide family 
planning services. 

Senator Cranston. The members are different agencies? 

Ms. Henperson. Yes; individual agencies. 

Senator Cranston. When was this started ? 

Ms. HenpeErson. It was incorporated in 1972; however, it first began 
formulating in the fall of 1970. 

Senator Cranston. Can you tell us a little about the Los Angeles 
Regional Family Planning Council, of which you are the executive 
director? 

Ms. Henperson. Yes. The Los Angeles Regional Family Planning 
Council was the first coordinated family effort for a large metropolitan 
area. It was funded by OEO in 1968. We now fund 20 organizations 
which provide the actual medical services, and our administrative 
responsibility includes planning, coordinating, and evaluating the 
delivery of services in Los Angeles County and also providing funds 
for the continuation of family planning medical services. 

Senator Cranston. You do not render the services? 

Ms. HENDERSON. No. The Council does not. Our delegate agencies 
provide the actual services. 

Senator Cranston. How many individuals are served through 
your activities? 

Ms. Henperson. Over the past 15 months, we saw approximately 
10,000 family planning patients. Our agencies, in addition to receiving 
funds through the Federal mechanism. have outside funding in some 
instances, and we estimate that probably well over 100,00 individuals 
are served throughout the area. 

Senator Cranston. What kind of Federal funding do vou have? 

Ms. Henperson. Funding from HEW through title X and also 
through the California State Department of Public Health, title 
IV (a) program. 

Senator Cranston. How much do you get under title X f 
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Ms. Henperson. The title X allocation is $2.8 million, and I guess 
your next question will be IV (a), and that is a contract maximum of 
$1.24 million. 

Senator Cranston. You did anticipate my question. 

How many patients are vou serving under IV (a) ? 

Ms. HENDERSON. We initiated the program in May 1972. Since that 
time 20,000 patients have been served. We are only now beginning to 
achieve full participation because of the time required to develop the 
system and start-up costs. 

Senator CRANsTON. How many of those are welfare recipients, do 
you know? 

Ms. HrNprnsoN. We estimate that about 20 percent of those patients 
are welfare recipients. 

Senator Cranston. What percentage would you estimate are served 
under the old HEW social services regulations definitions of “former” 
and “potential” recipients? 

Ms. Henperson. The rest of them; the 80 percent are under the 
former or potential or medically needy categories, with the heaviest 
percentage of that being the potential recipient category. 

Senator Cranston. The HEW regulations recently issued on social 
services programs specify that family planning services must be of- 
fered and provided promptly to all eligible individuals voluntarily 
requesting them. However, determination of eligibility is left to the 
State agency with the requirement that such determination be re- 
viewed every 6 months after the original case-by-case determination 
uen by the new regulations. : 

Vhat do you think the implications are of those regulations on the 
availability of family planning services supported by Federal funds 
to childless couples, to single adults, and to minors? 

Ms. HEN DERSON. They have a big problem ahead of them. So do we 
as providers. 

The new regulations would cause tremendous cutbacks, if not totally 
excluding services for those individuals. The whole screening/certi- 
fication/eligibility process which we would have to implement would 
be staggering. 

Although we would be able to eventually handle part of the increased 
administrative screening and redetermination processes, we would not 
be able to provide enough patient services to pick up what we would 
be forced to drop. 

In California we have a nearly ideal situation where a mechanism 
was established and the State legislature was very supportive, but even 
with the sophistication of the agencies there, it took approximately 18 
months to set up a mechanism for recouping funds through title IV (a). 
I doubt that this could easily be transferred to many other States 
throughout the country. 

Senator Craxston. What do you estimate the impact of the new 
regulations will be on the number of individuals who will receive serv- 
ices in Los Angeles and throughout California ? 

Ms. Henprerson. Since approximately 35 percent of our existing 
caseload is funded by title IV (a) funds. I would say we would increase 
the ITEW part of the program an additional 20 percent, and if the 
HEW program was no longer at its existing level, I would imagine 
that up to 50 percent of our services could disappear. These are my 
initial impressions; we will have to wait. 
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Senator Cranston. What administrative difficulties do you foresee 
in conforming with the requirements of these regulations? 

Ms. Henperson. One of the major difficulties would be the individual 
States' definition of who is eligible, working out that mechanism as 
it applies specifically to our State and, in turn, specifically to the 
county in which we reside. 

After that type of criterion has been established, we would ex- 
perience additional difficulties in trying to implement the new pro- 
cedures that would be set up to a with eligibility. As I said 
earlier, when it took about 18 months to set up the program under 
fairly flexible definitions and eligibility criteria, I would say we would 
be back at the beginning in terms of starting the process over again 
and getting the major involvement of the welfare community. 

Senator Cranston. Do you have any additional comments on the 
effect of these lations on the ability of organized programs as 
well as private physicians to provide services under the authorities 
of title IV (a)! 

Ms. HENDERSON. Organized programs would not benefit from the 
new regulations of title IV (a) at all. The current recipient could prob- 
ably be covered under title XIX, and our participation in IV (a) 
could be very limited. 

In terms of private physicians, even under the current, more flex- 
ible arrangement, we have not had significant participation. The 
work that we would have to do in familiarizing them with regulations 
and provision of services under the new arrangement would be stag- 

ring, and I do not think they would participate at a significant 
evel. We have not noticed that they have participated even in the 
title IV (a) program. 

Senator Cranston. Do you know how many States provide family 
planning services under title IV (a) ? 

Ms. HreNpEnsox. On a large scale, only three States: California, 
Georgia, and Louisiana. In addition to that, there are just a few other 
States in which a couple of counties have mobilized to provide serv- 
ices, but there are only three well-organized statewide programs. 

Senator Cranston. Do you know approximately how many indi- 
viduals are reached by these programs in each State? 

Ms. HENDERSON. We in California are seeing under that particular 
funding mechanism about 20 percent, at the most, of all services. In 
Georgia the figure is about 33 percent, and in Louisiana about 62 
percent. 

Senator Cranston. What proportion does that number represent in 
these States of the estimated number of individuals desiring services 
from low-income families? 

Ms. Henperson. Through the title IV(a) mechanism or just in 
general? Of the total need in Louisiana about 75 percent, compared 
with 16 percent in Georgia. 

Senator CRANSTON. What proportion of the national need is then 
covered in those three States? 

Ms. Henperson. Although we have about the largest population, I 
do not think we always had the biggest need. It is about 14 percent of 
the national need. 

Senator Cranston. Do you have an estimate of the number of indi- 
viduals who may lose eligibility for these services under the new 
regulations 
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Ms. Henperson. I could be specific as to Los Angeles in terms of 
losing eligibility, and that figure would be a minimum continuing 
caseload of about 6,000 (based on the current title IV(a) caseload of 
20,000 patients) that we have seen so far in the program. 

Senator CRANsTON. Why did you not mention medicaid as a source 
of funding through your program 

Ms. HENDERSON. Medicaid has not been a realistic source of fund- 
ing for us for a few reasons. One is that the reimbursement mechanism 
has been very difficult to work with. 

The rigid restrictions they have for who is eligible, the bureaucratic 
rs form processing, submission of bills, et cetera, has been very 

cuit. 

Their fee schedule has not been sufficiently high to recoup the cost 
of providing the service. 

e have an additional problem in that the patients are only en- 
titled to two medical visits per month on the medicaid program in Los 
Angeles. and patients are very reluctant to use their medicaid visits 
for family planning service. They are much more likely to use them 
for a crisis oriented service. 

In addition to that, we have not had sufficient numbers of family 
lanning clinics actually licensed to provide services under the guide- 
ines of California codes. 

Senator CRANsTON. Could the medicaid program in California 
pick up the cost of services for the patients you will have to stop 
serving under the new title IV (a) ER 

Ms. Hennerson. Definitely not. 

Senator Cranston. Could you tell us something about the medicaid 
rogram nationally? For instance, can medicaid pay for family serv- 

ices provided to non- AF DC related women? 

Ms. HENDERSON. No, they cannot. Family planning services are pro- 
vided to existing medicaid welfare recipients and members of their 
families. They are not geared to the near-destitute person. 

Senator Cranston. To every question I have asked you about medic- 
aid vou say “No.” 

Ms. Hennerson. That is realistic. 

Senator Cranston. Let me try one more. Can medicaid pay for 
family planning services to the working poor woman who has not yet 
had a child? 

Ms. Henperson. No. 

Senator Cranston. In light of this, do you think either medicaid or 
title IV(a) has the potential for providing sufficient funding for the 
expansion of family planning services to the still unserved portion of 
the originally projected 6.6 million individuals wanting services but 
unable to afford them? 

Ms. HENpEnsoN. Medicaid and title IV (a) could not even at this 
point continue the services that we are currently providing with no 
expansion. If we had to resort to medicaid and title IV funds, a good 
minimum 50 percent of the patients would have to seek services else- 
where, and I have no idea, especially in L.A., where we are the only 
provider for low-income women, where they would go for those 
Services. 

Senator Cranston. In view of your answer to this question, what are 
your comments on the administration's proposal that all further ex- 
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pansion of family planning services be accomplished under these two 
programs ? 

Ms. Henperson. I am not sure why the administration would make 
that. tvpe of recommendation. It reflects a lack of information on the 
existing situation in relation to title IV (a) and medicaid. It must be 
noted that title IV(a) funds have been available for sometime, and 
there has still been no significant commitment by the majority of States 
to even begin developing this network. Reasonable participation, 
which we know is still limited in covering services, is still very, very 
far in the future. In addition, reports have shown that medicaid can 
possibly pick up no more than—at the most—an additional 18 percent 
of the patients that they are not currently covering, which has nothing 
to do with our existing caseload. That proposal is unrealistic. 

Senator Cranston. I have to agree with you. [Laughter. ] 

You mentioned & while back that 70 percent of those served in Los 
Angeles by Council programs fall within an income level which is 
125 percent of the Federal poverty level, that being about $5,300. 

If low income were defined as in S.1708—at the Bureau of Labor 
statistics lower living standard budget currently $7,214 for a family 
of four. What percentage of those you are serving would be “low 
income" ¢ 

Ms. Henperson. Almost all the patients we would see; well over 
90 percent in the Los Angeles program. 

Senator Cranston. I think I will perhaps submit some additional 
questions for the record, and I want to thank you very, very much for 
oming all the way to Washington to testify. You have been extraor- 
dinarily well informed and straight forward and responsive in your 
answers, and I thank you for the very concise nature of your testimony. 

Ms. HENDERSON. Thank you. 

[The prepared statement of Ms. Henderson and additional questions 
by Senator Cranston follow :] 
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Mr. Chairman: 


My name is Joyce Henderson of Los Angeles, California. I appear here 
today as the Secretary of the Family Planning Forum and as the Executive Director 
of the Los Angeles Regional Family Planning Council. Let me describe briefly for 
you each of these two organizations. The Family Planning Forum is a national 
association of major family planning provider agencies founded in 1972. Recently 
its first annual meeting was held in Washington, D.C. on April 29 through May 2. 
More than 200 agencies were represented at thie meeting. Among those agencies 
represented were private voluntary organizations, such as the Urban League, 
Community Action Agencies, and Planned Parenthood; representatives of State, county 
and munícipal health departments; and nonprofit private corporations, such as the 
Los Angeles Regional Family Planning Council and the Maternal Health Services of 
Northeastern Pennsylvania, Inc. The major goals of this organization include the 
establishment of a vehicle by which agencies may share and exchange information 
concerning the improvement of servíces, the administration of programs, and the 
development cf plans for the future expansion of family planning services programs. 

The Los Angeles Regional Family Planning Council is a private, nonprofit 
agency which admínisters and coordinates all of the federally funded programa for 
the provision of family planning services in the City and County of Los Angeles. 

In the past four years Los Angeles Regional Family Planning Council funds have been 
used to serve a cumulative total of 92,716 new patients. We were funded initially 
by OEO and in the first year we served 7,341. This figure seems low because during 
this time we were developing outreach activities and funds were being directed to 
non-mcdical service agencies. Last program year 42,659 new patients were served. 


Seventy-four per cent have an income at or below 1251 of the OEO poverty guideline. 
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The LARFPC Five-Year Plan has stated a goal of making services available to 
approximately 205,000 medically indigent women of reproductive age by 1976 and 
enrolling 851 of these women in a family planning program. We are currently on 
target in reachirg this goal. 

I have been the Executive Director of LARFPC for about 2 years. During 
this time I have become quite familiar with the various sources of funding for 
family planning. I want to state that without Title X, family planning services 
programs in California would still be very small and limited in terms of staff and 
available services; in fact, the Title X, Public Health Service Act program, known 
88 the Family Planning Services and Population Research Act of 1970, was passed 
by the Congress in order to supplement the already existing sources of federal 
assistance for the provision of family planning services to low-income femilies 
and individuals. At the time it was passed, total federal expenditures for 
family planning in the United States were less than $45 million and there were 
ho plans to expand and increase the two major programs -- eíther at OEO or under 
the Maternal and Child Health Services of HEW. Indeed, it was determined that 
neither the OEO nor the MCH program had the potential for development of services 
projects of sufficient size and scope to deliver services to the millions of women 
who wanted and needed them. 

Therefore, we became very encouraged about the possibility of establishing 
new programs and expanding services when Congress passed Title X in 1970, author- 
izing $30 million in new funds for family planning project grants in the first year, 
$60 million in FY 72 and $90 million in FY 1973. In addition, $45 million was 
authorized for formula grants to the states for services during this same three- 


year period. These additional funds enabled public and private agencies during 
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FY 7l and FY 72 to increase significantly the quantity and quality of family 
planning services. Certainly we have made significant progress ín California 
but we still have not developed a comprehensive, statewide program to deliver 
services to all those in need of them. Our programs in Los Angeles and in the 
state seem to be progressing along the same lines as the national program; 


currently we are serving about 50 percent of the need. 


Nationally only about half of the 6.6 million women in need of family 
planning services are being served. If the family planning program under Title X 
could have sustained the rate of grovth experienced prior to FY 1973, estimated 
at an average annual rate of 30 per cent, it would have been possible for the 
nation to meet the goal established by the President in 1969 when he stated, "I 
believe...that ve should establish as a national goal the provision of adequate 
family planning services within the next five years to all those who want them but 
cannot afford them." ` 

But in order to meet this goal, the nation would hav2 to greatly increase 
its support for family planning services in this fiscal year and in FY 1974. The 
Administration's second budget for FY 73 recognizes this by projecting a nearly 
$20 million increase under Medicaid and projects a further $18 million increase 


under Medicaid for FY 74. It also anticipates a smaller increase for both years 


ín funding under Title IV-A of the Social Security Act. 


Faced with a shortage of project grant funds in FY 73 and with an extra- 
ordinary demand for services among the population, a number of member agencies in 
the Family Planning Forum and other smaller family planning providers have sought 
to supplement their project grant funds by securing payments under the state-adminis- 
tered Title IV-A social services programs. However, statewide family planning programs 
have been developed in only 3 states -- California, Louisiana and Georgia. This was 


made possible in all 3 instances, only because the state legislatures appropriated 
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Specific matching funds for the provision of family planning under the Title IV-A 
Program. We are fortunate in that the ensuing efforts to establish relationships 
between the local welfare departments, the State Health Department, and local family 
Planning services provider agencies can be described as successful in California. 
The terms of the state's legislation required that contracts be negotiated with 
every county welfare department that wished to use the State matching funds to 
implement services under Title IV-A. A contract was negotiated between the Los 
Angeles County Department of Public Social Services and the State Department of 
Public Health and in turn the State Department of Public Health contracted with 
LARFPC to render services. Now LARFPC includes $1.24 million in its budget through 
the Title IV-A program. This same kind of arrangement was negotiated in 55 out of 
the 58 counties in the state of California. This intricate arrangement took about 
18 months to be completed. The legislation passed the State legislature in August 
of 1971; LARFPC did not receive its first Title IV-A payment until December of 1972. 
I might add that most programs around the country do not have the staff resources 
and management competence that we do in LARFPC nor do they have the responsive 
state legislature and state agencies which made the development of the program 
possible. They would require considerable technical assistance over an extended 
period of time to develop similar programs and, in the meantime, would still be 


forced to rely on Title X funds. 


To date, LARFPC has served in excess of 22,000 patients under the Title IV-A 
contract. We estimate that 20 percent of these patients are current welfare recipients 
The rest of the patients are served under the old HEW definitions of past or former 
and potential recipients of assistance. This arrangement has worked beautifully in 
the past, and has given us a channel by which we might continue to expand services 
even though the project grant funds were frozen. However, with the promulgation of 
the new HEW regulations and the new definitions of "former" and "potential" recipients of 
assistance, we estimate that we will have to terminate services to over 50 percent 


of the patients we have been serving under Title IV-A. Unless Title X project grants 
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are renewed and funding expanded, we do not at present know how we can even hope 

to find other funding to pick up the costs for services to these patients. If a program 
euch as ours, is forced to cut back substantially in its use of Title IV-A funds, due 

to the new regulations, it is difficult to put any great faith in the Administration's 
projections for budget increases under this program. 

We cannot expect to use Medicaid to make up the loss of revenue under Title IV-A. 
Our Medicaid program, which is one of the more generous ones in the country, is even 
marrower in its coverage. 

This is true nationally; Medicaid is administered under a patchwork of crazy 
quilt laws which bar the provision of family planning services to any but the AFDC 
mother or low-income mothers who are the heads of their families. The low-income woman 
who has not yet had a child is not eligible for health services under Medicaid. It is 
not until the woman becomes pregnant, has a child, and SE becomes dependent 
on the state that she and other members of her family become eligible for Medicaid. In 
all states, intact families in the working poor category are not covered at all. In 
fact, less than 50 percent of the States even cover intact families with unemployed 
fathers, and this coverage is limited strictly to the period of unemployment. A recent 
study conducted by Macro Systems Inc. for the Office of the Assistant Secretary for Plan- 
ning and Evaluation of HEW examined the feasibility of supporting preventive health 
services, such as family planning, under the Medicaid program. The study concludes, 
in its executive summary that "...the ambulatory care centers collectively are now 
deriving no more than roughly 10 percent, and probably nearer 5 percent, of their 
total income from third-party collections. Unless the basic program concepts of the 
centers are changed radically, ... the centers collectively probably cannot expect to 
derive more than about 20 to 25 percent of their income from this source. Even that 
level will require a considerable effort to attain." 

A survey conducted by the National Family Planning Forum last December came to 


a similar conclusion. It was found that only slightly more than a fourth of 
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family planning providers were receiving Medicaid reimbursements and that only 

7 percent of their patients were enrolled in Medicaid. The California State 
Health Department has arrived separately at the same estimate. The Forum survey 
also demonstrated that the rates of reimbursements were generally far below the 
cost of providing services. Mr. Chairman, I would like to summit this study for 
the record along with my testimony. 

All these difficulties and exclusions related to the Medicaid program would 
affect our program in California dramatically, were we to have to depend solely on 
Title XIX and Title IV-A. For example, since 27 percent of our patients -- and 
30 percent of the national caseload -- have not had a prior pregnancy, services 
could not be provided to them through either a Medicaid or Title IV-A program. 
This would be a ludicrous and tragic situation at best. 

It has also been suggested by HEW that provider agencies look to the State 
governments for funding to pick vp the costs for patients who cannot be served 
under either Title IV-A or Medicaid. However, less than $4.5 million was 
specifically appropriated for family planning services prograns by state legislatures 
in FY 72, and $1.5 million of this total was appropriated in California, Georgia, 
and Louisiana. More than half of the state legislatures have never even discussed 
the need for specific funding. Nor do I believe we will see overnight action 
by state legislatures should the Family Planning Services and Population Research 
Act be allowed to expire. As we all know state governments are strapped for funds. 
The larger more populous states have come close to bankruptcy. The delivery of 
preventive health services of any kind are not high on their list of priorities. 
The experience with revenue-sharing and the ways in which these funds have been 
spent illustrates my point. 

The same is true of local udveruments. Town and City Councils havc been 
concerned with expenditures for fire prevention and public safety. Their revenue- 


Sharing funds have been spent accordingly. Again, Town and City Councils, cspecially 
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in the larger metropolitan areas have not spent theír funds on the expansion of 
preventive health services of any kind. I believe right here in the nation's 
capital hospitals have been discussing the discontinuance of acceptance of charity 
cases due to rising costs while the city government has committed the bulk of its 
revenue-sharing funds to public safety and the building of a new jail. 80 I do 
not believe ve can look to either state or local governments for fiscal relief and 
for expansion of services. 

Therefore, it is to the Congress that we must look for the continuation and 
expansion of our programs. The early development of the program was due to the 
availability of funds under OEO and Title V, MCH, which the Family Planning 
Servíces and Population Research Act was intended to supplement; however, the 
Administration is phasing out support to fmaily planning services under both these 
authorities and Títle X has become the sole source of project grant funds. We are 
very aware that Title X is our only realistic hope for the provision of services 
to the more than two-thirds of our low-income population which remains unserved. 
Without such services, we will lose the valuable ground we have already gained 
with regard to improving the health care of low-income women. The Los Angeles 
Regional Family Planning Council provided services to approximately 70,000 women 
during the last 15 months. It has expanded to nearly 20 agencies including 9 hospitals, 
2 public health department eye tens and 8 independent agencies, such as the Indian Free 
Clinic, the Watts Extended Health Inc. -- a private physician program, and Planned 
Parenthood. However, in spite of the tremendous program growth and an obvious desire 
for thís service by the people of the county, we still have an estimated 150,000 women 
between the ages of 15 and 45 vho need services. 

What does the termination of family planning services mean to low-income women 
in Los Angeles, in California, and in the nation? Without these services they will 


continue to face poverty and unplanned pregnancies, many of which will result in 
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either abortion or the bearing of unwanted children. It means that just at the 

time when we have begun to lower our disgraceful infant mortality rates through the 
Provision of improved prenatal care and family planning services, we will discontinue 
these services. 

The closing down of family planning services clinics will also mean the discon- 
tinuance of a number of other related preventive health services to 18 88 women 
who normally only receive crisis-oriented medical care. For example, we test most of 
our patients for cervical cancer, V.D., sickle cell anemia, diabetes, and anemia. As 
a result, in looking at a few of our programs, we have found that as many as 5 percent 
of the patients have had to be referred for special medical care related to their 
abnormal pap smears. With regard to V.D. we have had as high as 7 percent positive 
tests for gonorrhea in our patients; additionally, we have discovered that about 2 
percent of our patients have received medical treatment related to anemia. We provide 
medical treetment related to both V.D. and anemia in our clinics because, to us, 
family planning programs provide a health service which is broader than just contra- 
ception. 

One of our most hopeful statistics has been the drop ín the age of our patients 
and the number of children they have already had before entering the program. In 1969, 
our family planning patients had an average of 3 children. Now a majority of our 
patients have only two prior pregnancies or less. As I mentioned before, a large 
proportion of our patients have not yet had a child and are therefore better able to 
continue or finish their education, become more employable, and have the opportunity 
to establish themselves sufficiently to contribute to the family income for some time 
before having a first child. 

We are proud of what we have accomplished, thus far, in the state of Californía, 
in Los Angeles, and indeed in the nation with the assistance provided to us under 


Title X. What's more, nationally we have made a lot of progress toward the provision 
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of comprehensive family planning services to all those in need of them. However, 
our momentum has been halted and cannot be regained without the continuation and 
expansion of the special project grants under Title X. None of the other sources 
of funds which have becn mentioned by the Administration represent realistic 
alternatives to the renewal of this legislation. Therefore, I respectfully urge 
that you act favorably on S. 1708 to extend Title X of the Public Health Service 


Act through FY 76. 
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[Additional questions submitted for the record by Senator Cranston 
and the responses thereto by Ms. Henderson, follow :] 


Q. 1. The Administration, as you know, proposes to fund organized family 
planning services through the partnership for health authorities; to not eztend 
title V of the Social Security Act; and to terminate OEO. What are the impli- 
cations of this proposal to the programs you deal with? 

A. 1. None of the Los Angeles programs are currently utilizing OEO funds. 
However, we do have two projects which are supported through Title V of the 
Social Security Act. We have not received any funds through the partnership for 
health authorities to date nor have we seen any demonstrated enthusiasm from 
this program to contribute to our family planning services programs. We have 
had quite a good working relationship with the administrators of the Title X 
program and cannot understand why the Administration wants to tinker with 
these programs when they are so successful. If Title V special projects are 
allowed to expire, we could not pick up the difference in funding for the Title V 
patients under either Medicaid or Title IV-A, given the present eligibility re- 
quirements of these two programs. Title V projects could serve the "working 
poor" eategory and also recognized "geographic eligibility." The Title IV-A and 
Medicaid programs require that certain welfare requirements be met by pat- 
ients—so called welfare characteristics—which all our patients do not have. 
Therefore, we would have to look to Title X project grants to pick up the non- 
welfare patient costs if Title V is allowed to expire. Since the Administration 
has also asked that Title X be allowed to expire and since the Administration has 
asked for no new increase in funds for this program, I do not know how we will 
cover all the Title V patient costs at this time. It is likely that we will have to 
discontinue services to some notients and we certainly will have to turn away 
new patents who do not fit eligibility requirements for Medicaid and Ttle IV-A. 

Q. 2. How many patients do you estimate organized programs in Los Angeles 
can serve with the Administration's proposed total allocation of $122 million for 
organized programs? Will this be a reduction? 

A. 2. A successful family planning services program reaches a point where 
the patient load is proportionately increasing at almost geometrical rates. One per- 
son is pleased with the services provided, tells a neighbor, and the next day half 
the nighborhood comes to the clinic. Therefore. we find that our patient costs are 
always running ahead of our approved grants because patient demand is always 
increasing. The proposed spending level of $122 million, which essentially is no 
increase over the 1972 level means that we cannot meet the increased costs due to 
inflation and other factors. This means that we cannot continue to serve new 
patients. Therefore, we would have to reduce clinic hours and services in order 
to stay within the amount first budgeted in 1972. You only have to turn away 
patients a few times to lose all the momentum you have gained from having a 
successful program. This does not seem logical nor reasonable to me. 

Q. 3. Have there been any problems in recciving full and prompt reimburae- 
ments for servics provided under Med-icaid and title IV-A authorities? Is there 
a great deal of papericork involved in applying for reimbursement? 

A. 3. We have been running a minimum of two months behind in reimburse 
ment for Title IV-A. Medicaid. because it is not automated and. therefore. has 
more paperwork, has a still longer time lag between the expenditure of funds 
and the reimbursement by the State. Hence, without additional funds through 
the project grant programs under Title X to carry us over the reimbursement time 
lag, we and other agencies could not afford participation in Medicaid or Title 
IV-A. 

Q. 4. What is the total amount of funding available in Los Angcles from non- 
governmental sources to support organized family planning services? 

A. 4. We are not able to give you an exact dollar figure private funds are not 
extremely significant viven the magnitude of the federal investment (24-54) of 
our budget of our total financing: 

Three agencies do their own fund-raising. 
Four agencies have research grants. 
Two agencies have small foundation grants. 


109 


Q. 5. Do you have an estimate of the amount of funding available from the 
local and state governments? 

A. 5. We have approximately $1 million in local and state funds. However, a 
good percentage of this amount is made up of state funds appropriated to meet 
the matching requirement for participation in federal programs. 

Q. 6. What is the estunuteu cost oJ providing services to an individual? 

A. 6. Our average cost is $47 per patient per year throughout the LARFPC 
system. 

Q. 7. Where have new programs been established in terms of accessibility to 
population groups which previously had limited access to services? 

A. 7. Our latest expansions include East Los Angeles, a low-income area 
with a high birth rate, infant mortality rate and primarily a Spanish surnamed 
population. We have also recently expanded services into the American Indian 
community. 

Q. 8. What proportion of these programs provide for coordination with pro- 
grams offering comprehensive child and maternal health services? 

A. 8. We require coordination as much as possible in all our programs. We 
believe that it is very important for those women who come to our services 
and are already pregnant to receive the best possible prenatal care. We find 
that we receive many referrals in turn from the agencies dealing with postnatal 
care of women. We try to do everything possible to guarantee the emergence 
of a healthy infant and mother. 

Q. 9. Are there still many areas where services are not easily available to 
£hose who want them? 

A. 9. There are at least 8 geographical areas (health districts) in which 
services are limited; some of these are populated primarily by low-income 
minority families and individuals—some have a primarily white, low-income 
population. All need expanded services which cannot be accomplished without 
increased funding. 

Q. 10. Do you have an estimate of the need in Los Angeles County for new 
organized programs and the type of community needing them? 

A. 10. We believe that at least 8 out of the 25 planning areas (health districts) 
need significant improvement. We need to expand our services to include family 
planning services as part of the other health services belng delivered in these 
areas already. This would require increased funds which are not now available. 

Q. 11. I would assume a factor limiting the establishment of new programa 
i^ areas where the availability of family planning services is limited ts the 
nationwide shortage of trained health staff. 

A. 11. This is not entirely true of the Los Angeles area since California attracts 
such large numbers of skilled health personnel. However, nationally, in areas 
such as Appalachia for instance, it is a little more difficult to find trained per- 
sonnel and training is very important in this context. Since the training needed 
has been funded primarily through the Family Planning Services and Popula- 
tion Research Act, it is important that such funding be continued. 

Q. 12. Do you have an estimate of the number of organized programs which 
provide training and the numbers and types of individuals trained? 

A. 12. See Attachment. Page 110. 

Q. 13. What will be the effect of the Administration's proposal to terminate 
the training authorities of title X on thc ability of these programa to provide 
training? 

A. 13. If the training authorities of Title X are discontinued, the effects on 
the program would be severe. Since the areas where expansion of family plan- 
ning services is both desirable and necessary are generally short on trained 
manpower, it would be very difficult to start up programs without training 
efforts, As mentioned, rural areas particularly need the training of personnel 
for effective programs. 

Q. 14. Are there limitations on the provision of family planning services to 
individuals in terms of eligibility in either Medicaid or title IV-A in terms of 
comprchensiveness of services? Coverage of drugs? 

A. 14. We are fortunate in California that we have one of the few most lib- 
eral State programs under Title IV-A. We expect to be able to work out a fairly 
good arrangement under the Medicaid program. However, there are still limi- 
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tations to the percentage of our patients which can be served through these pro- 
grams. Nationally, Title IV-A and Medicaid are currently administered under 
such a hodge-podge of individual State eligibility requirements and regulations 
on services and drugs that I believe it will be very difficult to accomplish a 
significant expansion of family planning services using these two funding 
mechanisms, at least in the near future. 

Q. 15. Do you fcel that utilizing Medicaid and title IV-A authorities solely 
for expansion of programs will answer the interests of and concerns of minority 
groups? 

A. 15. I believe that for minority group interests and concerns about family 
planning services to be answered we must continue to provide a comprehensive, 
totally voluntary service to all those who want them and need them but cannot 
afford them, regardless of a patient’s ability to meet strict income-related or 
welfare-related characteristics. To target services expansion strictly on the 
AFDO mother is to hint at a desire to limit the family size of only those women 
rather than to demonstrate a motivation to help all women and men control their 
own fertility as present project grant programs do. Such focusing on the AFDC 
mothers can only produce resentment on the part of those dependent on the State 
for support and, in areas where minority groups comprise the bulk of those 
receiving AFDC payments, can lead to charges of genocide. I do not think this a 
healthy or desirable direction for the programs and that is why I support con- 
tinuation and expansion of the Title X project grants as proposed in S. 1708. 


QUESTION No. 12 ATTACHMENT 


The National Center for Family Planning Service Training efforts were 
initiated two years ago in 1971 with $1 million in training contracts. In FY-72 
the same level for contracts was continued with an additional $2 million avail- 
able for training grants. 

The objectives of the training plan are designed to support the mission of the 
NOFPS in making comprehensive family planning services rapidly available to 
all such persons desiring such services. To assist in assuring high quality serv- 
ices, the NCFPS strategy is to encourage the maximum effective utilization of 
all existing categories of personnel and the introduction of new or previously 
unused types of paraprofessional/paramedical staff. It has been estimated in 
the “Five-Year Plan” that the total staff needed, ‘both full and part-time, will be 
in the range of 97,000 which includes 6-8, 000 physicians working a limited 
number of hours per week. Approximately 5,000 family planning staff will be 
trained in FY-72 asa result of NCFPS training support. 

Job Categories.—Physicians, Nurses, Administrators, Outreach, Clinical, 
Health Educators, and Hospital Staff. 

This training is being provided through short-term training programs designed 
to meet the training needs of service projects staffs. 

These objectives were implemented through the FY-72 funding which was 
1635 to 23 grantees and contractors on a national level with three primary 
ocuses : 

(1) to provide direct training through regional training centers or state and/or 
local training sites ; 

(2) to provide specialized training to update the roles of occupational special- 
ties in family planning such as physicians and nurse-clinicians and to develop 
such new categories as family planning specialists ; 

(3) to provide a training capacity in those areas where a professional staff 
trainer is not available and to broaden the range of training by a train-the-trainer 
methodology. 

The attached sheet lists NCFPS grantees/contractors. 


Title 


Grants: 


Beth Israel Hospital 
Boston Family Planning Project. 


Planned Parenthood/Vermont............. 


New Dimensions in Comprehensive Health. . 


School of Public Health, Medical Service 
Campus, University of Puerto Rico. 


Planned Parenthood Association of Mary- 
land, inc. 


Emery Univorsit///// .. 


Planned Parenthood Association of Wiscon- 
sin. 
Indiana Family Planning Training Project. . 
Paned Parenthood Association of Colum- 
$. 
University of Kansas Medical Center 
Nebraska Family Health Association 
Nebraska Family Heslt d 


Los Angeles Regional Family Planning 
council. 


Attending Staff Association, Harbor General 
hospital. 


Planned Parenthood of Seattle, Inc.. 


Contracts : 


Michigan Department of Public Health... 


Planned Parenthood of Minnesota 


American College of Obstetrics and Gyne- 
cology. 
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Amount 


$24, 527 
33, 236 
25, 000 


212, 000 


106, 270 
313, 200 


609, 500 
54, 000 


81, 000 
108, 000 
78, 871 
97, 510 
15, 000 
67. 150 


75, 032 


111, 433 


92, 960 


75, 430 


283, 687 


140, 000 


174, 900 


157. 340 


Description 


Training physicians, in family planning. 

Training all levels of personnel in family planning 
in the State. 

Development of testing training materials and methods 
for use in family planning programs in rural areas of 
Maine, New Hampshire and Vermont. 

Providing training seminars to project personnel; pro- 
viding training and technical assistance to all levels 
of family planning staff, includes team building, sk ill 
development, outreach, counseling, technical serv- 
ices, human sexuality, consumer participation; 
management and administration. 

Provides training for supervisory personnel in basic 
principles of training; introduce and practice training 
techniques not commonly used on island. 

Training Institute provides training necessary for 
increasing and improving knowledge and skills in 
family planning. 

Continue development and implementation of strategy 
for family planning training to encompass all cate- 

ories of family planning personnel, using staff 
acilities of grantee. 

Provides educaiion and training in family planning to 
nurses, paraprofessionals, community health workers, 
family planning clinic and agency directors, teachers 
and youth counselors. 

Training of family planning personnel, manager ent, 
nursing, outreach, clerical and social services. 

Short term training in family planning administraticn, 
communications, clinic operations and management 
to farr.ily planning staff and volunteers. 

Training nurse—clinicians. 

Trai. ig of family planning project staffs to improve 
quality of service to all patients. 

Provide mechanism for upgrading physician knowledge 
re permanent and temporary sterilization techniques. 

Continue managen ent ins itute; train-the-trainers; 
consumer council training; allied health professional 
training. . 

Training of female health maintenance specialists, 
formerly known as family planning specialists, who 
serve as physician’s assistants. 

Short ter n training in fa nily planning skills, knowledge 
and attitudes to selected nurses, physicians, coun- 
selors, adminis ators, paraprofessiona.s, clerical 
personnes and volunteers. 


Workshops toward improving skills of professional and 
pArapror sional per onne in family planning in rural 
communities in Michigan. 

Training in component areas of family planning to en- 
hance skills and knowledge of current and new work- 
ers in family panning e ougnon, Minnesota. Training 
includes anatomy, birth control methods, human 
sexuality. 

Selects and provides technical assistance to 5 medical 
institutions providing education in obstetrics and 

ynecology in order to develop training programs in 
amily planning medical services. Develop curricula 
for family planning physician programs. Curricula 
encompasses all pertinent facets of family planning 
interconceptional care. 

Provide staft of family planning project with basic and 
advanced family planning orientation, education and 
skills. Training directed to pre- and in-service training 
of paraprofessionals and professionals with regard to 
reproductive physiology and methods of birth control. 

Train family planning administrators in management 
skills and for development of administrator's manual 
and creation of regional communications system be- 
tween grantees. 

Development of training programs tailored to needs of 
nurses, outreach workers, physician and other indi- 
viduals designated as family planning trainers work- 
ing in family planning programs. 
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Senator Cranston. Our next and final witness is Dr. Raymond 
Vande Wiele, chairman of the Department of Obstetrics and Gyne- 
cology, Columbia University. 

Dr. Vande Wiele, we welcome you. 


STATEMENT OF DR. RAYMOND VANDE WIELE, CHAIRMAN, DE- 
PARTMENT OF OBSTETRICS AND GYNECOLOGY, COLUMBIA 
UNIVERSITY 


Dr. VANpE Wiere. Thank you, Senator Cranston. I have submitted 
some written testimony which I would like only to summarize in this 
oral presentation. 

Senator Cranston. The full text of your statement will be included 
in the record at the conclusion of your testimony. 

Dr. VAN DE Wie e. I would like to limit my comments in fact to those 
that treat. with the subject. most relevant to me as chairman of the de- 
partment of obstetrics and gynecology as well as director of an insti- 
tute devoted to the study of human reproductive function. 

As a result of the drastic curtailment of research funds and the 
virtual elimination of training programs in this field, I think the im- 
pact of an extension or lack of an extension of the law that we have 
under discussion must be considered in the light of this panic. 

For many years, progress in our understanding of human reproduc- 
tion function has been much slower than that made in other medical 
disciplines. There are many reasons for this relatively slow progress 
not the least of them the fact that research in the area of reproductive 
function has been mainly based in the departments of obstetrics and 
gynecology which traditionally have been devoted to research less 
firmly than other major medical disciplines. 

Thanks to the steady input on money in the last 10 years there has 
been an enormous upsurge in our information about human repro- 
ductive function. However, even now, if I may quote from the testi- 
mony of Secretary Richardson—and this quote actually goes back to 
1971—there had been a major influx of new money in this field, yet 
Secretary Richardson felt it necessary to say : 

* * * in spite of its transcendent importance to human existence, reproduction 
has received relatively little scientific attention. Even with today's concern for 
the population problem, the most talented among young investigators all too 
frequently seek other subjects. 

This is the main problem that we are facing at the present time with 
the contraction in money and scientific research. The contraction may 
be first felt in those fields that are less well established, such as the 
fields of reproduction, the study in obstetrics and gynecology. 

Let me just give two examples that relate to my own problem as a 
director of an institute of reproduction. 

Five years ago this institute started with & major grant from the 
Ford Foundation. In the grant was included $2.5 million for a build- 
ing, the understanding being that the building funds would be matched 
by Federal funds. Weapplied for Federal funds. 

The application was approved with high priority, however, when 
funding time came around all building funds for health research fa- 
cilities had been eliminated, and we had to start without the matching 
funds. 
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Similarly, recently NIH started an important program which I 
think was an extremely important program in this field ; the plan was 
to create a number of centers for population studies. Again we applied 
for this, we were visited by a scientific review committee, we were ap- 
proved with high priority, and again because of the curtailment of 
recent funds, this grant will not be approved. 

This is the experience of most major research institutes. It is becom- 
ing increasingly difficult, in view of this experience, and in the light of 
the fact that fluctuations in the last 10 years, to find funds; indeed our 
funds have gone down to a trickle. At the present time there is a re- 
verse because of the emphasis on programs such as heart, cancer, and so 
on. 
I think I will come back in a minute to some of the important basic 
research in this field, but I would like very briefly to comment about 
the roles of the universities in fertility research. 

Virtually all major research in reproduction and fertility control 
at the present time is carried out by the major universities. There is 
only one research institute of significance outside the universities. 

The pharmaceutical companies were interested in the beginning. 
At the present time the incentive is not sufficient for them to yo on, 
and most of them are phasing out their studies on fertility control. 

The Ford Foundation, generally speaking the private foundations, 
also are not increasing their interest in problems of reproduction be- 
cause they feel that they only have to start, and that they should now 
une other problems such as ecology, poverty, minorities, and so 

orth. 

In view of the general contraction of funds for the universities, there 
is increased emphasis on medical services in the schools. The universi- 
ties feel that they cannot just expand their efforts in acute activities; 
and. again, universities are emphasizing more surgical problems, med- 
ical problems, rather than problems of reproduction. 

This disenchantment with reproduction problems comes at a very 
bad time. I know that the agency directly involved in the operntion of 
familv planning would not like to talk about it, but I think in the scien- 
tific word, there has been a general disenchantment with the methods 
of contraception that we have at the present time. 

The two mainstays, the pill and the IUD. are definitely not the an- 
swer. We know in most programs 2 years after a person has started 
either on a pill or has used the IUD, only half of these patients are 
still using these methods. So we need new methods. 

At the present time virtually all of the contraceptive methods have 
come about not because of research specifically carried out because 
of interest in population. The methods are described in my written 
testimony. 

However. none of these methods are even ready for clinical trial. 
Some of them are almost ready for a clinical use, but general use is off 
5 to 10 years. This is why I think at the present time the contraction 
we have in research is virtually catastrophic. because 1f we are 5 venrs 
off with adequate funding, we are much further off with inadequate 
funding. 

In this respect I want to come back to what we call the catastrophic 
elimination of funds for training particularly in reproduction. 

I would like to emphasize that I think there must be specific as- 
signments for money in reproduction because if there is no specific 
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assignment for money in reproduction, universities will put their pri- 
orities, where they are the most important for the universities as a 
whole, and not necessarily in terms of population growth. 

In this respect I think that the creation of a National Institute for 
Reproduction or for population problems, whatever you want to call 
it, I think would be very important. 

"There- is one final remark I would like to make which deals with 
the administration. I would like to enter this area because I am unfa- 
miliar;with' the administration at the Federal level. It is my under- 
standing that this bill would take all reproductive research out of NIH. 

I have had a great. deal of experience with NIH. I have served on 
many study panels. I have the greatest respect for the way in which 
priorities have been set and funds have been distributed, and would 
certainly like to make a Dee for the retention of the peer review 
system in assignment of funds in operation at the present time at 
NIH. 

Senator Cranston. Thank you very much. Dr. Vande Wiele. 

Could you tell us what are some of the difficulties you have encoun- 
tered concerning Federal funding for all your investigations through 
the Center for Population Research? 

Dr. Vanne Wie te. As I mentioned before, we submitted an appli- 
cation, the 5 was approved with high priority, however it 
was not funded because of lack of funds. 

You may be aware of the origin of the centers. À program was 
started with separate funding. Then later when money became more 
m the centers were considered to be part of the general research 

1 so that the centers compete with the individual grants, and 
» this fashion very often cannot get sufficient. priorities to be funded. 

I think the idea of the reproduction centers 1s an excellent one. 

Coming? back to the matter of universities, the universities will not 
start. ipróbrrams unless they are reasonably certain of funding or sup- 
port. for a significant. amount of time. As you well know, I am sure, the 
universities all have a tenure system, and unless we can promise to the 
people in the centers support for 5 years or even more, we will only 
attract sécond-class people. 

Senator CRN STN. You pointed out that traditionally this research 
has been a low-priority item residing mainly in obstetrics-gynecology 
departments of hospitals. How can we make reproductive physiology 
research more attractive to scientists? 

Dr. Vanpe Wierk. I think by assigning specific funds to reproduc- 
tion, not making them part of the general research budget. 

Perhaps even more importantly we could do this by creating a 
specific agency devoted to problems of reproduction, and an agency 
that not only would not be a visible expression or symbol of the inter- 
est of the Government into problems of reproduction, but also could 
defend the activities of the departments of obstetrics and gynecology. 

Senator Cranston. Could more funding be used properly in this 
field? 

Dr. Vanpe Were. Oh, ves. I think at the present time the funding— 
obviously I cannot give vou exact figures—is clearly insufficient. I 
could name you a number of research groups that actually have gone 
out. of business or are going out of business because of lack of support. 

Senator Cranston. So there are some unmet needs right now? 
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Dr. VaxpR WIELE. I think that the support that actually was sug- 
gested in the original 5-year plan of HEW for 1974 would come to 
$100 million which would certainly be a reasonable figure. 

Senator Cranston. Could you give us some idea of the centers’ 
concept ? 

Dr. Vanne Wie te. The advantage of a center is, No. 1, it is a clearly 
designed organization. No 2, it will have cost support which makes it 
possible to fund various groups inside the center. 

As an example, in the institute that I am director of we have specific 
funds for the luteolytic approach. None of the research groups can 
afford this. We have support for statistics. Again, none of the indi- 
vidual groups could do this. 

I think the centers concept is an extremely important one. I would 
also like to emphasize what I have said before. It would assure the 
people involved in the centers & reasonable time of support, which 
would make it interesting for them to devote time to a specific study, 
rather than to general problems of research. 

Senator Cranston. Could you give us a brief explanation of the 
SES of basic biomedical research in the population science 

e 

Dr. VaNpE WIEIE. Yes; that is easy. As an example, what are the 
three major new possibilities for contraceptive research ? One is pros- 
taglandins. This was discovered by a Swedish investigator who was 
Interested in substances present in various tissues that had contractual 
effect on blood vessels. At this moment it was completely unknown 
the substance which could be used. 

The other example is that of hypothalmic hormones that are prob- 
ably some of the most exciting in future contraceptives. Again this 
was the result of new research that had nothing to do with reproduction. 

I do not think this general feeling of most investigators in this 
field—it is not worthwhile to look for & better pill. We need another 
pill. We need another approach, and this will only come from basic 
research. 

Senator Cranston. What would you estimate as the amount that 
should be appropriated for extensive research in this field ? 

Dr. VAN DER WIEIL E. As a means of controlling fertility? In rough 
figures—I would have to do more homework than I have done about. 
thisto develop figures. 

I think there are several areas where more support is needed. I think 
there should be definitely the centers program, it should be expanded, 
and I think $50 million would probably be needed for such & pro- 
gram for let us say the coming fiscal year. 

'The training program is critical because at the present time the 
amount of talent in reproduction is insufficient. I would guessthe train- 
Des would require somewhere between $3 million and $4 
million. 

If my recollection is correct there is now for a total research $35 mil- 
lion. I think it would be coming to the $100 million that was suggested 
by HEW 3 years ago. 

Senator Cranston. How much of that can be provided by medical 
research institutions? 

Dr. VAN DE WIELE. You mean from private funds? 


116 


Senator CRANsTON. Yes; from whatever medical research institu- 
tions can provide for that. 

Dr. Vanve WIELE. I have the impression that the Ford Foundation, 
as an example, funds approximately $10 million to $20 million a vear 
at the present time. The Rockefeller, probably one-half, and the other 
agencies other than AID, which obviously is not a private foundation, 
is very small. 

It is my information that both agencies, both Ford and Rockefeller, 
have decided to decrease their involvement in reproductive research. 

Senator CRANsTON. Without Federal help, how much would the 
rr research institutions normally carry on their own in this 

e 

Dr. VANpE WIELE. 10 percent. 

Senator CRANsTON. How much money would be available by the 
pharmaceutical industry ? 

Dr. VaNpE WIELE. Virtually nothing. The pharmaceutical industry 
funds, as an example, institutions such as Columbia or Harvard—it is 
probably less than a fraction of a percent of the tota] research budget, 
as far as I know, and I have a rather good relationship with the firms 
interested in reproductive research. 

It will be less rather than more in the future. 

Senator Cranston. Do you have an estimate of the numbers of ap- 
proved applications for research in human reproduction? 

Dr. VaNpÉE Wire. By NIH? 

Senator Cranston. Yes. 

Dr. VANDE WIELE. No. Obviously we would have to check with them, 
but I am sure my information is correct, at the present time it has 
no money for any new grants in reproduction, and the only way to 
generate some new money is what we have done. They have cut 20 per- 
cent to generate sufficient money. 

Senator Cranston. What is the dollar amount of approved but un- 
funded grants? Do you know that? 

Dr. VaN DER WIELE. No. It must be at least three or four times, if not 
more. 

Senator Cranston. What do you think the impact of the administ ra- 
tion’s cutback on training grants will be on research in human repro- 
duction, in the provision of family planning services and research and 
population dynamics? 

Dr. VaNpE WIELE. We do not have to say what the effect will be. The 
effect is there. As an example, at the present time in all universities 
it is very difficult to find somebody who is willing to train further after 
graduation in research in human reproduction. 

Senator Cranston. I would like you to look at a copy of the bill 
which will be provided to you. 

Dr. VANpE WIELE. I have one here. 

Senator Cranston. On page 12, line 6 it says: 

Funds provided under this section or any other provision of law under any con- 
tract with a profit-making entity to support any contraceptive development re- 
search shall be limited to not more than 50 per centum of the total cost attrib- 
uted to the research activity covered by such contract. 
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What is your view on that? 

Dr. VAN DE Wie LE. I would like not to answer whether 

Senator CRANsTON. Will you submit that for the record ? 

Dr. VANDE WIELE [continuing]. Whether it is 50 or 40 or 60 percent. 
I think the funds should develop new concepts, that they put a very 
significant amount of their own money in there, but I would not like 
to put in the percentage. 

Senator Cranston. Will you submit that for the record ? 

Then on page 16, commencing at line 5, running all the way over 
to line 10 of the next page, there are requirements to protect the rights 
and interests of patients in research programs and requirements for 
guarding the use of experimental contraceptive drugs. 

I would like to have your views on those provisions but perhaps we 
should get that in writing from you. 

Dr. VANDE WIELE. Yes. 

[The prepared statement of Professor Vande Wiele, with additional 
information referred to, follow :] 
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PREPARED STATEMENT OF PROF. RAYMOND L. VANDE WIEL, COLLEGE 
OF PHYSICIANS AND SURGEONS, COLUMBIA UNIVERSITY 
K. 


My name is Raymond I.. Vande Miele. I am Professor of Obstetrics and 
Gynecology at the College of Physicians and Surgeons, Columbia University; I 
am Chairman of the Department of Obstetrics and Gynecology of the College of 
Physicians and Surgeons. As Chairman of the Department of Obstetrics and 
Gynecology I am chief of the Obstetrical and Gynecological Service of the 
Presbyterian Hospital, the Delafield Hospital, St. Luke's Medical Center, 

Harlem Medical Center and Roosevelt Hospital Center, all in the City of New 
York. I am also Director of the International Institute for the Study of Human 
Reproduction which is part of Columbia University. I would like to make some 
comments relevant to the extension of the Family Planning Services and 
Population Research Act of 1970. I will limit my comments to those areas of the 
Act which pertain to me as Chairman of a Department of Obstetrics and Gynecology 
and as Director of an Institute devoted to the study of human reproductive 
function. 

I am sure this committee is aware of the virtual panic that has struck 
the medical scientific community as a result of the drastic curtailment of 
research support in the biological sciences and the virtual elimination of 
training programs in this field. The impact of an extension or a lack of an 
extension of the Family Planning Services and Population Research Act of 1970 
must be considered in relation to this general contraction of research in the 
biological sciences. 

For many years, progress in our understanding of human reproduction 
function has been much slower than that made in other medical disciplines. 

There are many reasons for this relatively slow progress not the least of them 
the fact that research in the area of reproductive function has been mainly 
based in the departments of obstetrics and gynecology which traditionally have 


been devoted to research less firmly than other major medical disciplines. 
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2. 


In the late 1960's, due to the increasing concern about the population growth, 
there had been a rapid increase in research support available to investigators 
in the field of human reproduction, at a time when, in fact, the expansion 
of research in other fields was slowing down or had even stopped. The attrac- 
tion of such liberal support has lured many excellent investigators into the 
area of human reproduction and this influx of new and often first-class talent 
has resulted in a rapid progress in our understanding of the biology of human 
reproduction. Whereas a decade ago we knew more about the ovarian cycle of 
domestic animals, at the present time information about reproductive function 
in women is much more complete and ín fact expanding almost exponentially. In 
a later part of my presentation, I will give some specific examples but I would 
like to point out clearly at this time that these advances in our understanding 
of reproductive physiology and biochemistry have led to suggestions of many 
new avenues in contraceptive technology, some of which may lead to real break- 
throughs. Even after this new and gratifying influx of talent and as late as 
1971, Secretary Richardson, while commenting about the Department of Health, 
Education A Welfare's S-year plan for Family Planning Services and Population 
Research, felt it necessary to note that 
% . . . in spite of its transcendent importance to human existence, 

reproduction has received relatively little scientific attention. 

Even with today's concern for the population problem, the most 

talented among young investigators all too frequently seek other 

subjects." 

Unfortunately the little and insufficient momentum that has been 

gained in the last 10 years is now in danger of being lost. Perhaps I may draw 
upon my personal experience as Director of the International Institute for the 


Study of Human Reproduction. This Institute was started with a very substantial 


120 


grant from the Ford and Rockefeller Foundations. Included in the grant was 
2.5 million dollars to be used for the construction of a separate building 
to house the Institute, The understanding was that the 2.5 million dollars 
was to be matched by federal funds. In due time, the International Institute 
for the Study of Human Reproduction, at this time under the direction of Dr. 
Howard C. Taylor, submitted an application to the National Institutes of 
Health for matching building funds. The application was reviewed by a scientific 
committee and approved with high priority. The grant, however, was never 
funded since in the fiscal year in which the grant had to start,all building 
funds for health research facilities were eliminated. Fortunately, alternate 
quarters were found and the International Institute for the Study of Human 
Reproduction was able to develop its operations, but much precious time was lost 
and several of the planned activities had to be curtailed because of lack of 
space. The lack of matching funds from federal sources was also a dísappoint- 
ment for other reasons. One of the hopes of the Ford Foundation and the 
Rockefeller Foundation in adding a building fund to the original grant, was 
that the erection of a prestigious building solely devoted to the study of human 
reproduction would be a most visible symbol of the importance given by these 
foundations, Columbia University and the federal government to the problem of 
the population explosion. 

Let me give another example of unfulfilled expectation. Three years 
ago, the National Institutes of Health decided to create a number of Centers 
for Population Studies to be supported in the fashion of the Clinical Research 
Centers. In the fall of 1971, the iutexmationd] Institute for the Study of 
Human Reproduction submitted an application for support under this new program. 
In the spring of 1972, a distinguished team of scientists made a site visit 


and the application was approved with high priority. However, no definitive 
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award was made because of the veto of the budget of Health, Education and 
Welfare. One year later in the spring of 1973, we were aqain informed about 
the approval of our application but the final award was postponed once more, 
and in view of the present budget situation, funding is becoming less and less 
likely. |! would like to stress that in both circumstances, the sclentific 
review committee had recommended approval of the application with a high 
priority and the lack of fundinq of the application was due solely to the 
fact that earlier financial commitments were subsequently curtailed. This 
history is typical of that of many other research organizations involved in 
the study of reproduction and this gap tn credibility makes it increasingly 
difficult to attract to this field scientists of distinction. 

Recently, Oscar Harkavy, Program Officer in charge of the Ford 
Foundation's Population Office, testified before the Task Force on Population 
Growth and Ecology. in his testimony he surveyed institutional arrangements 
and existing resources and financial support for fundamental and applied research 
in population sciences, including the role of oublic agencies, private founda- 
tions and pharmaceutical firms. His survey clearly showed that the primary 
locus of fundamental research and training in reproductive biology related 
to fertility control is in the universities. As an examole, there is only one 
major research institute outside the university exclusively devoted to reproduc- 
tive biology and contraceptive development. The pharmaceutical industry is 
increasingly reluctant to Invest in this area because of the high ratlo of risk 
to benefit to the firm. The role of the universities in fertility research Is 
therefore crucial and any change in the priorities of the universities will have 
a direct and immediate effect on the amount of work carried out In this area. 
The decrease in research support in all medical disciplines has unfortunately 


made it necessary for al! medical schools to review their oriorities. At 
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Columbia and in other schools there is increased emphasis on medical services, 
for which long term support is assured, while there is a clear tendency to 
contract the research activities. Due to the same reason, the number of 
medical graduates who are willing to enter into a research career has dropped 
sharply and this drop is even more pronounced in the departments (such as 
obstetrics and gynecology) in which the tradition for interest in research is of 
more recent vintage and therefore less well established. Unless significant 
amount of research support will remain available in the area of fertility 
control, the medical schools will go back to their old priorities, a tendency 
which will even be accelerated by the recent emphasis by federal agencies on 
cancer and heart disease. 

The threat of these events to future work in contraceptive develop- 
ment cannot be overestimated. As research support contracts, there will be 
an increasing tendency for the young bright graduates to go into private 
practice. Those remaining in research will be increasingly attracted to the 
more glamorous area of the "life-saving diseases" and human reproduction will 


‘go begging for talent. 


123 


In terms of fertility control, these developments Seneca a most 
inopportune moment. There is increasing disenchantment with the two mainstays 
of present contraceptive techniques: the pill and the intrauterine device. As 
an example, it is generally estimated that two years after opting for either 
pill or intrauterine device for contraception, less than one half and often only 
one third of the patients who originally chose a technique are still using it. 
The reasons for this general dissatisfaction need not be elaborated upon here, 
since they are widely known. Fortunately this disappointing development could 
be counteracted by the new methods of contraception that are now being developed. 

The work of the last five years has greatly increased our understanding 
of the physiology and biochemistry of normal ovarian function. A better under- 
standing of the factors that control normal ovarian function has led to the 
formulation of several new contraceptive approaches, some of which may revolu- 
tionize contraceptive technology. It may be of interest to discuss thége in some 
detail and to outline how they differ from the classical methods of contraception. 
One of the main drawbacks of steroid contraception, as we know it now, lies in 
the fact that these steroids have to be administered for most of the patients' 
reproductive life. Since estrogen and progesterone exert potent effects upon 
many of the metabolic processes in the body (e.g., on carbohydrate, lipid and 
protein metabolism), long-term therapy with steroids may produce potentially 
dangerous alteration in the body economy. This disadvantage can be overcome by 
some of the newer approaches, in which it is only necessary to administer the 
contraception agent or agents (which may not be steroids) during only a few days 
of the menstrual cycle. This possibility became apparent after some recent work 
dealing with the fate of the egg following ovulation. Following ovulation the 
egg is captured by the oviduct, and fertilization occurs in the outer part of the 


oviduct. Following fertilization the ovum moves through the oviduct and enters 
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the uterus. At the same time the lining of the uterus undergoes specific changes 
which are necessary for the implantation of the ovum. It is crucial that the 
speed with which the ovum moves through the oviduct and the transformation of 
the lining of the uterus be perfectly synchronized and even small asynchronies 
will make implantation impossible. The transport of the ovum through the oviduct 
and the transformation of the lining of the womb are under the control of hormones 
secreted by the corpus luteum. As a result of recent work the factors controlling 
the synthesis and secretion of the hormones of the corpus luteum are now well 
understood and various means are being worked out to interfere with these processes. 
The substances that interfere with the normal function of the corpus luteum are 
called luteolytic agents and this approach to contraception is called the luteo- 
lytic approach. The patient takes the agent only for a few days at a specific 
time following ovulation and menses will occur at the normal time whether fertil- 
ization has occurred or not. Another obvious advantage is that this method of 
contraception would only have to be used in cycles during which intercourse has 
| DEER Since the luteolytic agents are to be administered only for a short 
time the side effects of such agents would be negligible. The method is very 
promising but a great deal of further research will be necessary before it can 
be applied widely. One such approach actually is already being used under the 
form of the "morning after pill" but this approach can only be used as an 
emergency measure and has many disadvantages which prevent its routine use. 
Essential for the success of the luteolytic approach would be methods that will 
pinpoint the date of ovulation more precisely than we can do now. The solution 
to this latter problem would also have important implications for those parts 
of the population that have to rely upon the rhythm method. 

Another perhaps even more promising approach resulted from the dis- 
covery of hormones secreted by the brain that regulate reproductive processes. 


One of these - gonadotropin releasing hormone (Gn-RH) - is secreted by a part 
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of the brain called the hypothalamus and stimulates the release of gonadotropic 
hormones by the pituitary gland. The gonadotropins in turn stimulate the 
secretion of ovarian hormone, The hormone has a relatively simple structure 

and it has been synthesized in the test tube and should soon be available in 
virtually unlimited quantities. At this time the hormone has to be admin- 
istered by injection, but administration by mouth should become feasible in 

the near future. Other than by stimulating the release of gonadotropins, the 
hormone has no bíological effects and its administration therefore has none of 
the drawbacks of the administration of steroid hormones. There are various means 


by which the administration of Gn-RH could be used for contraceptive purposes. 
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One of the most promising would be the daily administration of the 
hormone in amounts to assure ovarian function at levels necessary 
to maintain secondary sex characteristics but insufficient to in- 
duce ovulation. The patient would be able to regulate her ovarian 
function at whatever level she desires, only to interrupt the 
treatment when she wants to conceive. 

These two new contraceptive methods which have far-reaching 
possibilities are further examples of the serendipity of basic 
physiological and biochemical research. In both instances the 
first step was the clarification of the mechanisms controlling 
normal function which secondarily then suggested a new contraceptive 
approach. 

| will only mention in passing some other approaches. Some 
recent work on sperm maturation outside the testis points to certain 
new sites of possible attack, so that sperm maturation would be 
blocked without interfering with sexual function. Up to now, all 
methods of contraception in the male while decreasing fertility 
also decrease potency and therefore were unacceptable. 

There is a great deal of research, some of it very promising, 
on new methods of delivery of contraceptive agents. Some of these 
methods use plastic materials impregnated with a contraceptive which 
is released constantly at the desired rate. The plastic may be im- 
planted under the skin or inserted into the vagina or even directly 
into the uterus. In the latter case, only very small amounts of 
steroids have to be released since they exert their effects directly 
at the site of implantation. In this fashion, side effects become 


negligible. 
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Finally | would like to make mention of new procedures 
for female sterilization which do not require abdominal surgery 
and which can be carried out within a few minutes in the doctor's 
office without general anesthesia. With the exception of the new 
methods of sterilization, none of the second generation of contra- 
ceptive methods are ready for general use or even in most instances, 
for clinical trials. Much research will be needed and this will re- 
quire trained investigators and adequate financial support. At this 
time, the outlook is gloomy. Because of the uncertainties of ade- 
quate funding for research and even more because of the lack of 
training funds, the recent medical graduates are increasingly re- 

l uct ent to enter into a sclentific career. Private practice is much 
more tempting and does not leave them at the mercy of the changing 
moods in federal spending. 

For research in reproduction, the future looks even 
bleaker. The pharmaceutical industry does not have a sufficient 
incentive to enter this field. The private foundations are switch- 
Ing their support to other pressing problems such as poverty, the 
minorities and ecology. The universities, finally, in which most of 
the fertility research is done are reconsidering their priorities. 
With a limited amount of federal support for research, the more 
'"glamorous, life-saving" diseases are attracting the best and the 
brightest. If Congress wants contraceptive research to continue, 
it will have to make it attractive to the scientific community. A 
single transfusion of money will not do this but a well conceived, 
and more importantly perhaps, long-term program of training and re- 
search support. || would like to stress to this committee that 
otherwise the search for new contraceptive methods will be abandoned 


by those who are responsible for the advances made in the last years.. 
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In conclusion, | would like to address myself to an ad- 
ministrative problem, Normally | would be reluctant to bring this 
up Since | am insufficiently familiar with these problems at the 
leve! of the federal government. | know that the bill as written 
would take the responsibility for all contraceptive research out 
of the NIH. For many years, | have been a consultant to NIH and 
have served on all kinds of study sections and study panels. | 
have been enormously impressed by the efficiency with which these 
panels have functioned and with the wisdom and fairness used in 
assigning priorities for research. in fact, many of us feel that 
it is the peer review system in NIH that has been the most important 
factor in the excellence of American medical science. ! would like 
to stress this fact to this committee and caution them against 
abandoning a system that has been so successful in the past, 

| would like to thank you for giving me a chance to testify 


and | am grateful for your attention. 


129 


College of Physicians & Surgeons of Columbia University | New York, N.Y. 10032 


DEPARTMENT OF OBSTETRICS AND GYNECOLOGY 630 West 168th Street 


May 30, 1973 


Senator Alan Cranston (California) 
United States Senate 
Washington, D. C. 20025 


Sir: 


During my testimony before your Committee on May 8, 1973, you asked 
me to comment on lines 6 through 10 of page 12 of $.1708 and to give 
you written comments on lines 5 through 18 of page 16. 


In my oral testimony | indicated that | was in agreement with the 
principle expressed in lines 6 through 10 of page 12 but added that 
| wes uncertain about the exact percentage to be applied. Not with- 
out reason, pharmaceutical companies are increasingly reluctant to 
enter Into new contraceptive developments since the lag time between 
initial laboratory studies and the commercial application of a new 
method may be many years (perhaps 10 to 15), and the expenses may 
run into the millions of dollars. The requirement spelled out in 
$.1708 may further deter phermaceutica! companies from engaging In 
new contraceptive development but | also feel it would be unreason- 
able to have the Federal Government bear the full burden of new 
contraceptive development, | wonder if a compromise should not be 
considered. The pharmaceutical companies take their major risk in 
the very beginning, at the time of the Initial laboratory work and 
during the first phases of animal testing. Indeed at this stage it 
may be necessary to explore tens of leads before arriving at one 
that hes commerelal possibilities, On the other hand, once they 
get to the stage of clinical testing, the risks to be taken become 
more reasonable. | wonder if one should not consider waiving the 
50% requirement for the initial stages of development (which indeed 
are more pure research and traditionally supported by Government) 
and apply the 50% only at the stage of clinical testing. 
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The need for informed consent and for a peer review procedure to make 
certain that the rights of the subject involved in the human experi- 
mentation are protected is one with which | am obviously in full sym- 
pathy. I'm worried however about the participation of consumers in 
the peer review procedure. First, one has to bear in mind that when 
talking about research with new contraceptive methods, the term con- 
sumers must be assumed to include children and possibly fetuses who 
obviously cannot be involved in the peer review procedure. It would 
also be quite difficult and in my mind unreasonable to involve adult 
patients in the peer review procedure. At Columbia-Presbyteríian 
Medical Center, in accordance with the regulations of NIH, we have 
the stipulation that the human experimentation committee should not 
be exclusively composed of physicians or scientists but should be 
broadened to include people such as members of the supporting staff, 
of the social services, chaplains, etc. I am in sympathy with this 
type of broadening of the human experimentation committee and, in 
fact, favor this but | would oppose the inclusion of patients. For 
many years at the Columbla-Presbyterian Medical Center, we have been 
functioning under the regulations stipulated by NIH and | can bear 
witness to the fact that these regulations have been effective in 
protecting the rights and welfare of any human subjects involved in 
experimentations,  Incidentally, you may be aware that there is, at 
the present time, a committee of NIH (chaired by Or. Low of NICHD) 
which is looking into the problems related to human experimentation 
involving minors and fetuses. 


| want to thank you again for allowing me the opportunity to testify 


before your Committee. 
ck 


Raymond L. Vande Wiele, K. b. 


RLV/Jg 
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Senator Cranston. In regard to the final comment in your prepared 
5 st ressed the importance of peer review, and you said 
you wanted to stress this fact to the committee and caution against 
abandoning any system that had been so successful in the past. 

I wanted to emphasize that we specifically included peer review in 
this bill for all research grants. Section 1004 (a) and 1009 (d) and (e) 
cover that point. 

Thank you very much. You have been most helpful. I appreciate 
your presence. 

We stand in recess until 8 :30 tomorrow morning. 

[ Thereupon, at 4 p.m., the committee recessed, to resume at 8:30 a.m. 
the following day.] 


FAMILY PLANNING SERVICES AND POPULATION 
RESEARCH AMENDMENTS OF 1973 


WEDNESDAY, MAY 9, 1973 


U.S. SENATE, 
SPECIAL SUBCOMMITTEE ON Human RESOURCES, 
COMMITTEE ON LABOR AND PUBLIC WELFARE, 
Washington, D.C. 
man, presiding. 

Present: Senator Cranston. 

Committee staff members present: Jonathan R. Steinberg, counsel to 
the subcommittee; Louise Ringwalt, research analyst; and Jay Cutler, 
minority counsel. 

Senator Cranston. The hearing will please come to order. 

This morning we continue hearings on S. 1708, the proposed Family 
Planning Services and Population Research Amendments of 1973. 

The subcommittee met, pursuant to recess, at 8:37 a.m. in room 4232, 
Dirksen Office Building, Senator Alan Cranston, subcommittee chair- 
Yesterday we received the prepared statement of the administration, 
as well as a commitment from the administration that the 5-year plan 
update, report, which has been overdue since January 2 of this year, 
would be transmitted to the Congress in a day or so. We anxiously await 
fulfillment of this pledge. 

No questions were put to the administration yesterday by the sub- 
committee due to the failure of the administration to provide its testi- 
mony to the subcommittee 24 hours in advance as required by 
committee rules. We are in the process of scheduling a time for ques- 
tioning the administration on its testimony on either May 18, 22, or 23. 

Yesterday we heard testimony from organized family planning 
programs, religious leaders, national organizations, and eminent. spe- 
cialists in support of provisions of S. 1708 and in strong opposition 
to the administration’s proposal that the major burden of financing the 
provision of family planning services be carried under the welfare 
programs rather than under the project grant authorities of title X 
of the Public Health Service Act, which S. 1708 proposes to extend 
and expand. 

Although I look forward to questioning the administration on 
this approach, I must say at this point that I am extremely concerned 
about the apparent underlying philosophy that Federal Government 
participation in the provision of family planning services be ulti- 
mately limited to welfare clientele. Such an approach attempts to walk 
a highly tenuous and perilous tightrope between the need for services 
for those who cannot afford them. on the one hand. and on the other, 
the great concern that exists in the minority groups and poverty 
communities that some people have a hidden agenda for Federal in- 
volvement in the provision of family planning services—namely, 
“family planning is fine for the black, the brown, and the poor, who 
already drain too much of our economic resources in poverty programs, 
welfare payments and services, and other special programs". 
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I categorically reject any such agenda—hidden or otherwise—and 
any such philosophy. 

Although I agree that our primary obligation is to get quality serv- 
ices to those who can least afford them, I cannot endorse a policy 
which identifies the major Federal family planning effort with the 
elimination of poverty and the public assistance program. I recognize 
that these sorts of distinctions are not easily made. In many respects 
it is & question of tone and program emphasis. But the underlying 
pons is of critical importance, and we must not lose sight of it merely 

ecause it is a complicated problem not susceptible to facile resolution. 

With the witnesses today I want to state because of some rather 
stringent time problems we will not ask as many questions as we 
would like verbally, but will submit some in writing for responses for 
the record. 

We will proceed with the first witness this morning being Mr. Robert 
B. Wallace, cochairman, Population Crisis Committee. 

Mr. Wallace, we are grateful to you for being here so early. 


STATEMENT OF ROBERT B. WALLACE, COCHAIRMAN, POPULATION 
CRISIS COMMITTEE 


Mr. Warracr. Senator, I welcome and appreciate this opportunity 
to speak today about the extension and strengthening of title X of the 
Public Health Service Act. Before addressing some of the provisions 
of S. 1708, I wish to give you some idea of what brings me to appear 
before you. I am new with the Population Crisis Committee, full time 
and unpaid. I came from a quarter of a century experience in the busi- 
nes community—agribusiness and agrigenetics. I sold my business in 
Pennsylvania to make à commitment and to join Gen. William H. 
Draper, Jr. and others who are working urgently for population 
stabilization in all parts of the world. I made this commitment, not 
because I think any of the serious problems facing this societv or any 
other will be solved by a stabilized population, but because I think that 
virtually every problem that plagues us today becomes more difficult 
to solve because of population growth—problems such as poverty, 
pollution, hunger, crime, injustice, alienation, resources depletion, as 
well as tensions and instability at every level from international down 
to the family. There is no end to the list. Population growth under- 
lies other problems of society in a way no other factor does. 

Accordingly. I fail to see any other effort, any other investment 
opportunity for the private sector of government, either here or 
abroad, that 1s so basic to the questions of whether our children and 
those of other nations will have a reasonable chance to enjoy the free- 
dom, the standard of living, and the options which we enjoy today. 
With that preface, needless to sav, I am here today to support whole- 
heartedly S. 1708 which will continue and expand the very successful 
program initiated 3 years ago under title X of the Public Health 
Services Act. 

I do so because the Family Planning Services and Population Re- 
search Act of 1970. or title X as it is more commonly known, has had 
a priority and rationale that surely 1s most exceptional. This has been 
recognized by the Senate which passed the original act unanimously, 
by the House of Representatives which passed it overwhelmingly, 
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and by the President who has expressed on a number of occasions deep 
interest 1n population and family planning affairs. In fact it was the 
President in his 1969 message who set the stage for the present act. 

Legislation means little 1f it is not effectively implemented. The 
record here for federally subsidized family planning project grants 
within the 1970 act, however, is remarkably good. According to a study 
prepared by Planned Parenthood for the Department of Health. Edu- 
cation, and Welfare, in the first 21 months of the program about one- 
half the target group of low-income women and women at high risk 
of unwanted ud health EE pregnancies utilized Federal fam- 
ily planning programs. Would that all of our other tax dollars per- 
formed so well when measured against objectives. We are dealing with 
one of the most constructive and successful public laws passed by Con- 
gress in recent years. 

In tennis they say “never change a winning game. Always change a 
losing game." Surely this makes common sense for Government pro- 
grams as well. 

It strikes me that the single most important element in keeping a 
winning program going is that the funds for family planning and 
population research be categorically mandated. This program—or 
for that matter any other program that has even half the track record, 
logic. and benefits which this program has—is too important to be 
put up for grabs, for the pulling and hauling. both emotional and 
political. that occurs when there are limited funds and many worthy, 
needed programs are competing for them. The President himself put 
his finger on it when he said in his 1969 message to Congress that under 
the legislation then existing and I quote: “Requests for funds for fam- 
ilv planning services must often compete with requests for other de- 
serving health endeavors.” To avoid this situation. the Congress man- 
dated categorical grants with a specific goal and a 5-year plan to reach 
that goal. When we are halfway to that goal I think it would be irre- 
sponsible to throw away the plan and slacken our commitment to allow 
equal access for all American women to family planning information 
and services without regard to their income level. 

I think that allowing title X to lapse would be both fiscally and pro- 
grammatically irresponsible. Let me explain. I am impressed with the 
convergence on the one side of society 's—indeed civilization’s—abso- 
lute and urgent need for a maximum reduction in population growth 
through voluntary means and, on the other side, the simple justice and 
humanity. which I cannot believe anyone can contest. and which 1s 
implicit in the President's words: *No American woman should be de- 
nied access to family planning assistance because of her economic 
condition." 

As a businessman though, I am also impressed by the dollar sense 
which federally subsidized family planning projects grants make. 
Fere then, is another remarkable and startling convergence: that of 
the wishes of individual couples to plan and space their families with 
each taxpayer's wish to reduce public expenditures where possible. 

A study prepared by the Center for Family Planning Program 
Development of Planned Parenthood under the direction of Frederick 
Tatte demonstrates that the entire annual cost for federally subsidized 
family planning service programs is returned at least twofold in sav- 
inas in the following vear to Federal, State, and local governments. 
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Let me repeat, this occurs because Government is not called upon to 
underwrite hospital delivery and pediatric charges for births which 
do not occur and because welfare expenses are not swelled by births 
which do not occur. Granted it should be sufficient to justify family 
planning service programs strictly on their merits for both the family 
and society but at a time of budget ceilings and spending cuts, it is 
imperative that we do not reduce our commitment for reasons of “econ- 
omy"—because that would be false economy. 

Also, this study does not attempt to gage the longer term savings to 
Government for social services required by each child during the first 
15 or 20 years of life. Education costs alone dwarf the initial medical 
and public assistance savings for each unwanted birth averted. We 
must also recognize that when unwanted children are born to low- 
income couples they often bring on emotional, health, and social prob- 
lems to the family. the child, and to society. 

I hope you will understand that I am not attempting to place the 
need for an extension of Federal family planning programs above the 
need for every other worthwhile Federal program. My point rather is 
that this has been one of the most successful programs initiated by 
the Congress 1n recent years and that it is perhaps unique in the extent 
to which it may lead to reduced needs for governmental outlavs in 
both the immediate and the longer term future. This is something 
of great interest to every taxpayer. Indeed I have been inquiring— 
so far without success—to learn about any other program which 
returns far more than it costs in a 2-, 5-, or 10-year period. 

The second reason why I believe that it would be irresponsible to 
allow title X to lapse is that the alternative will surely produce a 
varied and largely weak result. The alternative method, funding 
family planning programs under title 314e of the Public Health 
Service Act will assuredly weaken the commitment to meeting the need. 

I believe that the present legislation, title X, and the proposed legis- 
lation, S. 1708. share a common strength in that there is clearly defined 
management responsibility for the program. Title X places the Deputy 
Assistant Secretary for Population Affairs in charge of conducting 
the Federal family planning program. S. 1708 would strengthen the 
control and elevate the position of the coordinator of the national 
family planning services and population research program to a new 
post as Assistant. Secretary for Family Planning and Population 
Science, This strengthens the management of the program. After all, 
the 5-year plan and the annual updating required by both the present 
legislation and S. 1708 are a most. effective means of checking on the 
progress in meeting our goals. The 5-year plan is a model which has 
been emulated in other health programs. 

If we rely upon title 314e to fund family planning programs, we 
cannot. be certain how much of the total funds available under this 
authority would be used for family planning project grant programs 
over the next vear. Unlike S. 1708, no increase would be assured. If 
the administration proposes to make the State and local governments 
fund the difference then we will face a whole new set of problems. 
The history of State and local institutions in family planning is dis- 
appointing. Only 18 States have appropriated any State funds in 
family planning, even. local communities which, after all, are close to 
the people can be hardly relied upon to see the importance of family 
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planning programs. Bucks County, Pa., which is where I live, is a 

case in point. Bucks County is surely one of the most enlight- 
ened around in both people and government. Yet in 1972 the county 
appropriated over twice as much for mosquito control as for family 
planning, despite the fact that only about 40 percent of the low-income 
women in Bucks County who need family planning services are re- 
ceiving them even after taking into account federally subsidized serv- 
ices already available. 

A national program is the only practical way to deliver on a com- 
mitment to meet the unmet needs of women seeking family planning 
services and information and it does not mean nor has it meant, in 
practice, a large centralized program run out of Washington, D.C., 
and removed from the interest and concerns of consumers. Quite the 
reverse has occurred. There is a Federal commitment of funds but 
they are made available to local, public and nonprofit entities on a 
participating basis to fulfill local aspirations and needs. This seems to 
me the ideal way to deal with family planning services in view of the 
high probability that most States and local communities are not pre- 
pared as yet to make the necessary commitments of funds for family 
planning programs. 

There is still reticence among some businessmen to endorse family 
planning service programs and eventual population stabilization in 
the United States. I think that is changing. The conclusion of the 
report of the Commission on Population Growth and the American 
Future states that “From an economic point of view, a reduction in the 
rate of population growth would bring important benefits, especially if 
the United States develops policies to take advantage of the oppor- 
tunities for social and economic improvement that slower population 
growth would provide." 

Many businessmen are taking an active interest in population policy. 
Let me cite a recent example. Recently the National Commission on 
Materials Policy, established by the Congress in 1970, organized eight 
forums across the Nation to allow businessmen, community leaders and 
educators to express their views on our national resource situation. 
Their report “very strongly supported" zero population growth be- 
cause and I quote “any progress that can be made in other areas like 
resource management or environmental enhancement will be vitiated 
1f population continues to increase." 

Mr. Chairman, I think that it is important to renew title X 
by enacting S. 1708 for two other reasons, reasons that have great 
international implications—reasons that leave great international 
implications. 

The United States has always exercised a leadership role in the 
developing of international interest in family planning and population 
programs. As you know, great. progress has been made in world under- 
standing of the threat posed by rapid population growth in the de- 
veloping countries. In September of last vear the Secretary-General of 
the United Nations, Mr. Waldheim, declared 1974 to be world popu- 
lation year with a World Population Conference to be convened in 
Angust 1974. This conference will be an historic first for the nations 
of the world to get together to discuss their common population prob- 
lem. Out of it, hopefully, is to come a world population plan of action 
designed to encourage a slowing down of world population growth 
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rates. This conference will truly be a milestone event reflecting the 
hopes of the future and the successes of the past. 

The successes to date lie in the dramatic international start that has 
been made. The United Nations Fund for Population Activities and 
the International Planned Parenthood Federation, both of which 
receive substantial support from U.S. foreign assistance funds, have 
grown remarkably in recent years. Starting from scratch 3 years ago, 
the United Nations Fund in 1972 exceeded $30 million. More than 
50 nations, both rich and poor, have supported the U.N. Fund, while 
12 nations have asked for and received grants from the Fund. 

During this same period, the International Planned Parenthood 
Federation has added 30 new members—bringing its total member- 
ship to 81 private national family planning programs, while its annual 
budget has grown from less than one million dollars in 1965 to over 
$30 millionthis year. 

Mr. Chairman, I mention this background because much of the 
strength of the U.S. leadership position in the international population 
field comes from the strength of our domestic family planning pro- 
gram. We cannot hope to continue to exercise leadership abroad unless 
we continue a strong program at home. 

The second worldwide implication of S. 1708 is population research. 
It is a well-known fact that all of the presently available contracep- 
tives have shortcomings of one sort or another in comparison with the 
tvpe of contraceptive we need if we are to soon slow the world's popu- 
lation growth. The two most effective contraceptives—the oral pill and 
intrauterine device—have side effects so that not all women can use 
them. If we are to develop better contraceptives we need to undertake 
more basic research into the fundamental processes of human reproduc- 
tion which are so inadequately understood. 

Despite the domestic and international needs, population research 
has been sadly neglected. The budget of the Center for Population Re- 
search was only $40 million in fiscal year 1972 and again in fiscal year 
1973, with no increase in sight for 1974. Certainly the research program 
needs the kind of increasing support that 1s provided in the proposed 
act. 

Mr. Chairman. in summary the Family Planning Services and Popu- 
lation Research Act has been one of the most successful health pro- 
grams in our history and should certainly be continued by enacting 
S. 1708. 

Thank vou. 

Senator Cranston. Thank vou very, very much for your very help- 
ful testimony. 

Would you extend a little bit on the point you made toward the end 
relating to the relationship between our domestic commitment to fam- 
ily planning programs and our assistance to other nations. particularly 
those developing nations in their efforts to have family planning 
programs? 

Mr. WarraActE. There is certainly in mv view a very strong link be- 
tween these two. I think this act gives substance to something that has 
come to be regarded as a basic human right. 

President Nixon enunciated this very clearly in his 1969 message to 
Congress, This human right 1s the right of the individual woman to 
space and limit the size of the familv. It takes a government to give 
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any meaning to this right. Here we have the 1974 world population 
year coming up. It seems to me that to drop at midstream a proven 
program, a program that is working beautifully, for one that is un- 
proven in terms of its results, for one that is due to lapse in a year 
so we do not know what will follow, and which makes no commitment 
on increasing amounts as the present act does—to do this to me calls 
into question our motives as advocates of fertility control assistance 
measures before the rest of the world. 

It would compromise our credibility as a leader in the world picture 
on family planning. 

Senator CRANSTON. I appreciate your developing that point in which 
I concur very strongly. 

What information regarding the type of contraceptives do you 
think need to be developed to meet domestic and world needs? 

Mr. WAIILAck. I would like to say there are two aspects of this fam- 
ily planning area in the developing nations as we see it, motivation 
and means. 

Of the two, perhaps motivation is more important. But it is terribly 
complex. In every society, let alone in every country, there are differ- 
ences and this is a difficult thing to get at and will take a long time to 
reach, and we do not have that kind of time. This is where means be- 
comes so important. Because means involve biology and technology. 
What works for a woman in Uganda will work for a woman in Kansas, 
which means a dollar put to work arriving at an answer will soon 
result in a tremendous ability to apply them to the women who need 
them. I believe studies in many parts of the world show there is a 
difference between the number of children that are desired by a fam- 
ily and the number they actually have, and this is true in the world 
society where the average number of children desired might be 5, 
instead they get 7, 8 or 10, but there is this difference which generally 
occurs. 

This difference suggests the need for a contraceptive method that 
can be applied down to the remote villages of the world. 

There is a great need for one that is not only safe and effective, low 
cost, but requires a low threshhold of motivation for its use. VC 
because of the shortage of doctors in the remote parts of the world, 
there is a need for a contraceptive method that is self-administered. 

Senator CRANsTON. What should the role of pharmaceutical com- 
panies be in developing new contraceptives and bringing them to the 
market place? 

Mr. WAILAcz. I think they have a rather dramtic role. In this case 
there is. first, the urgent need for basic research in human reproduc- 
tion. This is a role for universities. This is a role they can perform 
well and have in the past. But beyond that, if the universities develop 
new understanding. it somehow has to be brought down to the market 
place and brought down to a specific drug or a specific method that 
can then be merchandised. This is the role to me of the pharmaceutical 
houses. 

Unfortunately, the requirements of the Food and Drug Administra- 
tion have gotten tougher over the years. I should not say unfortunately 
to the extent that this is a greater protection to the consumer, but to 
the degree that the Food and Drug Administration tries to take on the 
role of the guarantor that absolutely nothing can go wrong, this has 
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added a number of extra years to the time required to bring a new 
product onto the market. 

I understand that it now takes some 10 to 15 years to bring a new 
contraceptive onto the market, particularly, as a result of phase 2 
and phase 3 Food and Drug Administration new drug testing require- 
ments. A new contracepetive can easily cost a pharmaceutical company 
between $8 and $30 million before the company can begin to expect 
& return on its investment. 

When you realize that the patent starts, I believe, in the first year 
of the development of the drug and then must run 17 years, and that 
a good many of those years, 10 to 15 of them, take place before the 
drug is put on the market, there is a very short time span left for the 
pharmaceutical house to recapture its overhead cost of that $8 to $20 
million, or whatever, that has been spent, which means obviously that 
it has to load those charges into that very short time span, which jacks 
up the price of the contraceptive. Yet the contraceptive should be low 
in cost so that the public purpose is not defeated, which is to get a low 
is contraceptive on the market as early as can be done with proper 
safety. 

I tend to feel from this that there must be some way that industry 
and government can collaborate and perhaps a study needs to be made 
that would result in putting the cost of these lengthy studies, the second 
and third phase ones, more on the taxpayer than on the user. These 
costs do not really fall, it seems to me, on the pharmaceutical houses 
which after all pass it along to the user in product price. We want to 
see the product of this research brought down in cost, and if this is 
a public interest, it ought to be handled out of the taxpayer’s money. 

There is one extra concern I would like to mention, and that is that 
in any subsidy of industry, it seems to me it is important that this 
subsidy, if one is worked out, should relate to new methods developed 
and not to still additional contraceptives that are mere variations of 
those already existing. 

Senator Cranston. Thank you very much. You have been a very 
helpful witness. 

Mr. Warracr. Thank you. 

Senator Cranston. Our next witness is Dr. C. Arden Miller, pro- 
fessor of maternal and child health, University of North Carolina 
School of Public Health, and chairman of the American Public Health 
Association Action Committee; accompanied by Dr. Thomas L. Hall, 
deputy director, Carolina Population Center, University of North 
Carolina at Chapel Hill, both representing the American Public 
Health Association. 

I welcome you. I know, Dr. Hall, you have been very helpful in 
providing us with information and analvsis in connection with our 
5 of this bill, and we are particularly grateful to you for 
that. 


141 


STATEMENT OF DR. C. ARDEN MILLER, PROFESSOR OF MATERNAL 
AND CHILD HEALTH, UNIVERSITY OF NORTH CAROLINA SCHOOL 
OF PUBLIC HEALTH, AND CHAIRMAN OF THE AMERICAN PUBLIC 
HEALTH ASSOCIATION ACTION COMMITTEE, ACCOMPANIED BY 
DR. THOMAS L. HALL, DEPUTY DIRECTOR, CAROLINA POPULA- 
TION CENTER, UNIVERSITY OF NORTH CAROLINA AT CHAPEL 
HILL, REPRESENTING THE AMERICAN PUBLIC HEALTH ASSO- 
CIATION 


Mr. MILLER. Thank you, Senator Cranston. It is a great pleasure to 
be here representing the American Public Health Association and to 
speak in support of Senate bill S. 1708. 

Let me say & word, first, about the American Public Health Asso- 
ciation. It is an organization of 25,000 members, representing a great 
many different professional groups, physicians, public health nurses, 
statisticians, many allied health science workers, et cetera. In addition, 
in recent years there has been increased participation and interest in 
the association by growing numbers of consumer representatives. 

The American Public Health Association has a long record of sup- 
port and interest for family planning efforts and population research 
studies. A landmark resolution was passed by the governing body of 
the association in 1959, and in the intervening years supportive ex- 
planatory resolutions have been passed and much testimony has been 
given. 

I would like to cite especially the resolutions that were passed by 
the governing council of the association in November of last year at its 
centennial meeting at Atlantic City. Three resolutions in particular 
should be of interest to the subcommittee. 

The first is entitled “continuation of Federal support for family 
planning services and population research.” I will read that resolution: 

In 1970, the American Public Health Association placed itself on record as 
supporting the establishment and expansion of fumily planning project grant 
programs supported by the federal government for the purpose of making avail- 
able subsidized family planning services to all those desiring them. The last 
report of the Department of Health, Education and Welfare estimated that only 
approximately one-half of the 6.6 million women in need of subsidized family 
planning services in the United States would be receiving them through special 
projects for family planning services by the end of calendar year 1913. 

For this and other considerations we have urged continuation and 
elaboration of the title X provision, as S. 1708 provides. 

The second resolution is entitled “Provision of Fertility Related 
Services under National Health Insurance and Pre-paid Health Pro- 
grams." This is an objective as we see it of bringing long-range benefits, 
making unnecessary certain categorical approaches that we believe to 
be critically necessary at the moment. 

A third resolution calls for the establishment of a population science 
institute. 
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Furthermore, on behalf of the American Public Health Association, 
I would point out that we have gone on record specifically in opposi- 
tion to the administration's proposal for funding family planning 
projects in the context of welfare benefits for many of the same reasons 
you indicated. We are opposed to merging high priority categorical 
programs into the 314 (e) mechanism at this time. It is a concept which 
has attraction, but in other ways it seems to be a very fragile basket 
for some very important eggs. 

We have prepared written testimony that we have made available 
to you. I would call at this time on Dr. Hall to summarize some of the 
high points of that testimony and then answer any questions you 
me have. 

enator Cranston. Thank you. 

Dr. HALL. Rather than read the testimony, I would like to refer to 
some of the points that we make here and provide some additional 
clarifications with regard to them. 

Starting on page 2, we have outlined some of the reasons we feel are 
most important in the achievements of family planning and popula- 
tion research legislation. The increase in the number of persons served 
during the past few years has been remarkable and half way through 
the 5-year span that was originally contemplated we are about half 
way toward meeting the original targets. 

The number of unwanted births that have been avoided through 
this program has been substantial, although detailed quantification is 
not yet available. 

Recent estimates indicate that about 15 percent of all births in the 
United States, and close to half of the births among the poor and un- 
educated are unwanted by one or both parents, giving thereby a meas- 
ure of what needs still remain to be met. 

The family planning programs have been very effective in promot- 
ing increased levels of health awareness, and the community orienta- 
tion and outreach aspects of these programs have been striking. 

The family planning program has been very successful, we believe, 
in reducing mortality and morbidity of mothers and children, and in 
the incidence of child abuse, particularly notable among families 
where the children were unwanted at the time of conception. Cer- 
tainly one of the strongest points of the family planning program 
nationally has been that it is the best alternative to abortion, and even 
the proponents of abortion on demand are in agreement with the 
rest of the population that abortion is not a preferred method of 
fertility limitation. Only by strengthening family planning services 
can abortion incidence be reduced. 

I would like to particularlv call attention to family planning pro- 
grams as innovators in the delivery of health care. During the past 
several years with these new programs, with the increased flexibility 
that these programs have had due to the lack of an established bureauc- 
racy and a professional constituency that mav act to slow down in- 
novation, family planning programs throughout the country have 
introduced a number of very important health care delivery innova- 
tions. 

There are two comments that I would like to make in regard to 
this. One is in relation to family planning manpower in which we 
have seen major emphasis on the downward delegation of functions, 
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and in this regard I would like to call attention to a number of very 
innovative programs around the United States. One of the most in- 
novative is at the Harbor General Hospital in Los Angeles, and is 
concerned with training family planning nurse specialists which can 
effectively and economically assume many of the functions hereto- 
fore assumed only by physicians. 

However, as I comment on the manpower aspects, I would like to 
call attention to the very gross inadequacies of the funding available 
for manpower development. For instance, in the Federal region IV 
of DHEW. in the Southeast United States, we have estimated that we 
need by 1975 some 500 to 600 family planning nurse specialists. At 
the present time available funds are adequate for training only 10 
per vear at the University of Mississippi. It is interesting to note in 
this regard the differences between what has happened in the United 
States, where we are spending about 2 percent of all family planning 

rogram moneys for manpower training and development, and the 
international programs which we are supporting in less developed 
countries where the average manpower expenditures vary between 10 
and 17 percent of all program costs during the first few years of pro- 
gram development. 

A second point I would like to make is in reference to the new ad- 
ministrative and organizational forms that are developing in the 
family planning programs, forms that we think have great relevance 
to the development of health care services generally. For example. in 
the southeast and certain other areas of the country, family planning 
programs are being developed in multicounty districts that were 
originally established by executive order in the late 1960's. Rather 
than have each local program funded at a level which cannot justify 
the sort of administrative development and evaluation staff that can 
insure good services, programs are grouped into multicounty areas 
and resources are made available for strong program support. 

Lastly. in terms of the benefits of family planning, I would like to 
highlight briefly the favorable cost benefit ratio already mentioned 
bv the previous speaker. 

I would like now to direct my attention to the administration's pro- 
posal for funding family planning and indicate why we believe these 
are inadequate. 

First, title IV-A and XIX cannot fund any more than a small pro- 
portion of program costs. I am director of a technical assistance pro- 
gram in the southeast United States, and I, along with mv fellow 
consultants, have frequently encountered very difficult problems in 
trving to pry loose reimbursement funds through these two titles. We 
have had little success, and overall I would say only some 5 to 10 
percent of the program costs, at least in the southeast, are now being 
met through thesetwo titles. 

I think it is important to mention that the administration commis- 
sioned its own study, submitted bv a private contractor last March, 
on the feasibility of funding five ditferent tvpes of ambulatory care 
programs through these and other third party reimbursement mecha- 
nisms. The conclusions of this study, amply documented in more than 
100 pages of the report. suggest that under the most favorable con- 

ditions only about 20 percent of total program costs—programs 1n- 
cluding family planning—could be covered under medicaid and title 
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IV-A. I think these findings contravene the administration's point in 
the testimony submitted yesterday to the effect that medicaid and 
title 8 would be the principal ways of supporting future program 
growth. 

Past experience with the use of section 314 (e) of the Public Health 
Service Act has been very unfavorable, and I think nothing need be 
added to the very cogent remarks of Congressman Paul Rogers, in 
which he points out ways in which the administration has not used 
this section for the strong implementation and support of programs. 
Also, the administration's past failure to spend those funds which 
its own agencies determined were necessary for family planning serv- 
ices and for which Congress appropriated support, suggests the need 
to strengthen the legislative mandate for this program, rather than 
to loosen it. 

In my last comments regarding the administration's proposals re- 
lating to family planning services, I would call attention to the fact 
that State and local governments have not yet given much priority 
to family planning. In our efforts nationally to get on with the task 
of program development, we have been somewhat delinquent in calling 
to the attention of State and local officials the many benefitsof family 
planning services. This situation is being corrected, though we feel the 
programs still need more time to reach target levels and become visible 
to local decisionmakers before they can be cut loose from a congres- 
sional mandate. 

I'd like to make several remarks in relation to population research. 
I was quite surprised, to say the least, at the very limited definition 
that the administration gives to population research as listed on page 
13 of the testimony submitted yesterday. According to the adminis- 
tration, the mission of population research is to develop methods of 
fertility regulation which are safe, effective, and likely to be used and 
to understand the motivation for their use. 

This extremely limited definition omits a number of very important 
problems which I think the Commission on Population Growth and 
the American future highlighted in its very excellent report of last 

ear. 

I would like to comment, first. on some of the problems in the ad- 
ministration's execution or implementation of population research, 
and then I will terminate with several remarks as to areas of needed 
research in the future. 

The overall level of funding has been very inadequate during past 
years. It is interesting to contrast the recommendations of the Com- 
mission on Population Growth and the American Future with the 
administration's proposals. The Commission estimates that up to $250 
million annually could be spent usefully in three broad areas of re- 
search and training. as compared with the $40 million now being spent 
by the Center for Population Research, and perhaps upward of $20 
million by other Federal agencies. 

The administration has been very remiss in giving adequate at- 
tention to the development of population research centers. Three years 
ago the NIH initiated a program to bring together within population 
research centers the insights and methods of many different scientific 
disciplines in order to bring them to bear on population problems. 
In contrast with the funding that was recommended of at least $15 
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million annually for population research centers as of this fiscal year, 
the total allocation for this category now amounts to only about $2 
million, with no increase in sight, and only five centers have been 
funded so far at a very low level of support. 

Research training has been radical cut and this action is of course 
limiting our ability to train researchers with the new professional 
disciplines and the interdisciplinary backgrounds that will be required 
if we are to develop fresh approaches to the solution of popuiation 
problems. 

Problems of research focus are also evident. The administration's 
tendency has often been to give greater priority to the quality of the 
research design than to the importance of the research proposal or area 
to be studied, per se. If the proposals that are submitted do not address 
the most important problems, then the Federal Government should 
take action to insure that we develop and use a research capacity appro- 
priate to these priority fields of investigation. 

In conclusion, I would like to cite the southern growth policies 
board as an example of an important consumer of the type of new re- 
search that I am talking about. The southern growth policies board 
was created last year. It 1s an interstate compact that may eventually 
include up to 17 Southern States, and it is concerned with trying to 
promote qualitative improvement in the living conditions of the South. 
The board is keenly aware that the South's slower rate of develop- 
ment in the past may now be an asset; more alternative directions of 
population growth and distribution may still be available than is the 
case in the more developed North. The board is eager to gain and 
to promote the application of new knowledge about problems of 
population growth, of unwanted fertility and family planning. and 
of migration and population distribution. It needs the guidance of the 
Federal Government and other types of support in order to bring to 
a E interstate planning mechanism for the promotion of a better 

uth. 

Some types of specific questions that the board is concerned with 
include: tax incentives and disincentives to move population to areas 
where it is desired. Transportation policy: should roads go where 
people are or should roads go where people should be? What tvpe of 
labor force should be attracted? The South traditionally has tried to 
attract low-skill industries. Should this be continued, and how can the 
South control the rate of city growth? How can cities be kept at the 
quarter million size, rather than ballooning up to the multimillion 
size that exists in the North? 

Let me conclude here, Mr. Chairman. Dr. Miller and I are apprecia- 
tive of the chance to appear before you today in support of this bill. 

Thank vou. 

Senator Cranston. Thank vou very, very much. I deeply appreciate 
the testimony by both of you and vour appearance and vour help. 

Dr. Hall, do you have a copy of the report vou described in which 
the infeasibility of relying on medicaid and title IV-A for support 
of organized health programs was described ? 

Dr. Hau, I do not have it with me here. but I can provide it by mail. 

Senator Cranston. If you would make it available for us it would 
be verv helpful. 

[The information referred to appears in the appendix on p. 397. ] 
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Senator Cranston. I will pose these questions to either of you, 
for whoever chooses to answer, or if you both would like to comment 
that would be fine. 

The administration, as you know, proposes to fund organized fam- 
ily planning services through the partnership for health authorities, 
to not extend title X of the Public Health Service Act and title V of 
the Social Security Act, and to terminate OEO programs. What are 
the implications of this proposal for organized programs to provide 
family planning services? 

Dr. Harr. I think the implications are very severe. We have been 
working with a number of States in the southeast over alternative 
strategies, depending on availability of funding. Most of the State 
programs are already facing the likelihood of having to stabilize their 
growth, due to inadequate additional funding forthcoming through 
title X, according to present administration projections. In other 
words, additional program growth can only be funded through title 
IV-A and medicaid to the limited extent I pointed out earlier, and 
through greater economies in the delivery of services. We are finding 
these economies harder and harder to come by during the past several 
years, although there has been a modest reduction in the cost of serving 
one person for a year. This cannot go on indefinitely. 

Senator Cranston. How many patients do you estimate organized 
programs can serve with the administration's proposed total project 
grant allocation of $122 million in fiscal year 1974 for organized family 
planning programs? 

Dr. Harr. The average cost that we have been working with, and 
it checks out fairly well across a broad variety of programs, is $60 per 
person per year. Át this rate, $190 million would cover the cost of 2 
million patients. We are already somewhat over 2 million patients 
being served. There are some additional State resources, local resources. 
and other funds that have been mobilized for the support of programs. 
But unless there is a major reduction in costs, which at this point I 
think could only come from a major reduction in the quality of care, I 
think that existing programs cannot pass much beyond 3 million. 

Senator Cranston. Would this in effect mean reduction of the 
overall Federal share of project grant support ? 

Dr. HIL. My understanding is that the administration is not now 
proposing a reduction in overall support, but a maintenance of the 
present contract mechanism and the expectation that States will fund 
out of the third party reimbursement additional program growth. 
There are many of us, however, who doubt the administration will con- 
tinue to maintain even the present level of funding and that indeed 
within a year or so we can expect to see categorical funding through 
project grants progressively reduced. 

Dr. Minter. I would like to comment briefly on the issues raised by 
funding this categorical program through 314(e). As you well know, 
the administration is proposing a number of other categorical pro- 
grams to be funded in the same way. We as a health association find 
ourself in a rather embarrassing situation of defending the categor- 
ical programs, when we would much prefer an emphasis on compre- 
hensive health services which would cover all the present categorical 
health programs. However. we take this emphasis, believing that un- 
til we are assured that comprehensive health services can indeed be 
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Senator Cranston. I thank you both We much. You have been 
most helpful. I appreciate your coming to the hearing. 

We will be submitting other questions to you in writing. 

Dr. Harr. Thank you. 

[The prepared statement of Dr. Miller and Dr. Hall and the ques- 
tions referred to and subsequently supplied, follows:! 
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Mr. Chairman, 

My name is C. Arden Miller of Chapel Hill, North Carolina. I appear here 
today on behalf of the American Public er Association for which I serve as 
a member of the Governing Council and the Executive Board. The APHA represents 
more than 25,000 public health professionals and consumer members both in the 
public and private sectors. The Association is affiliated with public health 
associations in all 50 states. I am also a professor in the Department of: ` 
Henui and Child Health of the School of Public Health of the University of 
‘Rorth Carolina at Chapel Hill, having formerly served as Vice Chancellor of the 
University for its health schools, and before that as dean of the Medical School 
of the University of Kansas. 

I would like to present my colleague, Dr. Thomas L. Hall, also of Chapel 
Hill; he is Deputy Director of the Carolina Population Center and associate pro- 
fessor, Department of Health Administration in the School of Public Health. The 
Carolina Population Center is a large, university-based center concerned vith 
the promotion of and support of training, research and service in the areas of 
family planning and population dynamics. Besides his regular duties at the 
University, Dr. Hall is director. of a project funded by the National Center for 
' Family Planning Services whereby technical assistance in family planning program 
develópuent and management is provided to all HEW-funded family planning pro- 
jects in the eight southeastern states. This testimony is presented jointly by 
Dr. Hall and myself and will deal directly with a number of issues. 

"Ne verj such appreciate this opportunity to present our views on the pro- 

posed renewal and strengthening of the "Population Family Planning Services 
and Population Research Act of 1970", or Title X of the PHS Act, The APHA has 


& long record of support of family planning and population research, dating 


back to its historic resolution on population in 1959, and has on repeated 
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occasions given testimony before the Congress in favor of these activities. I 
would like to submit for the record three resolutions adopted by the Governing 
Council of the APHA at its Centennial meeting last November 15 relating to the 
"Continuation of Federal Support for Family Planning Services and Population 
Research", the "Provision of Fertility Related Services Under National Health 
Insurance and Prepaid Health ge and the creation of a "Population 
Science Institute." 

In our testimony ve would like to address separately the areas of family 
planning services and population research, and within each topic, highlight some 
of the — why the APHA belíeves that further strong support for these 
activities is éssential. We will also review our doubts about the efficacy 
of the Adninistration's proposals for funding these activities as outlined in x 
FY 1974 budget submitted last January, and by subsequent documents. We will 
illustrate some of our statements with examples drawn from our own State of 
North Carolina, 


‘Family Planning Services 


i Of all the federal health initiatives in recent years, we believe few have 
proved to be so successful, so cost-effective, and 80 popular in such a short 
period of time as the family planning programs supported under Title X. We 
would like to review what we consider to have been some of its major accomplish- 
ments, either already in hand or well on the way toward achievement. 

l. Increased number of persons served. 

The number of low income persons served has risen dramatically during the 
past few years from less than one million in FY 1968 to more than 2.6 million by 
the end of FY 1972. The annual rate of increase has been over 351 during each of 
the past two years and if this is maintained, the President's goal Reeg in 


1969 of providing subsidized family planning services to the 6.5 million women 


estimated to be in need of them by FY 1975 can be reached. 
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2. Reduction in unwanted births. 

In the U.S.A. in recent years the total number of births per 1,000 popu- 
lation has declined gradually to about 15.6 in 1972. Although we don't know yet 
what proportion of this drop is attributable to federally funded programs, the 
impact is likely significant. Still, if all couples in our country averaged no 
more than two children henceforth, the overall U.S. population growth rate would 
not level off until well into the next century. Most important, however, is the 
problem of births unwanted by their parents which represent about 15% of all 
Vir in the U.S. and over half among the poor and uneducated. These cause s 
much preventable human suffering and RS loss, and are being brought 
down steadily with the help of public supported services. We know that actual 
family size preferences among the non poor and poor are similar, and this program 


truly makes possible equal opportunity. 


3. Promotion of greater levels of health awareness. 

The family planníng program, because of its preventive and community orien- 
tation, is EE a needed point of entry for many low income persons into 
the health service delivery system. Rather than wait for persons to get sick, and 
. then provide them with e and fragmented curative care, the family 
planning program seeks duk përsona in potential need of services, provides then 
with the information required to make a rational choice based on their own 
wishes, and then provides them the services as desired. In addition to providing 
family planning services, the pfogram is also screening patients, and where 
necessary referring TM for b resin UE for such conditions as cancer, heart and 
kidney and venereal disease, and sickle cell anemia, actions which at the same 


time promote health and help introduce the medically needy to the benefits of 


preventive health care, 
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4. Reduced mortality and morbidity of mothers and children. 


By reducing the number of unwanted or ill-timed births, particularly among 
the poor, the family planning Sep is contributing to the substantial declines 
that are being observed in much of the United States in the morbidity and mortal- 
ity of mothers and children, and in the incidence of child abuse, 


5. The best alternative to abortion, 


The provision of convenient, low cost, comprehensive family planning ser- 
vices is the only way of making abortion unnecessary. Years of legal restriction - 
“have provided an ineffective deterrent to abortion and even the most ardent pro- 
— oe "abortion on demand" are in agreement with the rest of the population 
that abortion is not and never will be the preferred method of fertility limitation. 


6. Family planning programs as innovaters in the delivery of health care, 


An important but unanticipated benefit has been the impact of family plan- 
ning programs on the innovation of health services delivery generally. Perhaps 
because of the relatively limited scope and complexity of family planning — 
and lacking’ any long established bureaucracy or professional constituency,’ 
family planning programs have been leaders in the introduction and testing of 
new vays to deliver services such as the following: 

a. The downward delegation of functions from physicians to nurses 

and other allied health professionals, and from allied health professionals 
to paraprofessional or indigenous health workers. 

b. The use of outreach workers to bring the program to the community 


and to provide comprehensive patient followup. 


€. The involvement of consumers in the whole process of program plan- 


ning, development, management and evaluation. 


7. 
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d. The development and operation of data systems for careful and timely 
program evaluations. 

e, The decentralization of many aspects of program planning and policy 
formulation down to the regional and state levels, and of program admini- 
stration down to the substate district level. These experiences will prove 
extremely valuable as the Administration seeks to promote the gradual de- 


centralization of program operation in those health programs where this is ` 


appropriate. It is interesting to note that the southeastern states are 


now involved in an experiment whereby family planning programs are developed 
in the multi-county planning districts which were established nationwide by 
Executive Order in the late 1960s. The larger program size thereby attained 
can justify adequate program planning and support staff essentíal for the l 
provision of quality servíces, while at the same time program decisions are 


kept close to the people being served. 


f. The mobilization and use of third party reimbursement payments and 


local funds, Although local and third party payment funds are nowhere 


adequate to cover full program costs, the vigorous efforts of many programs 
to use these funds to the maximum is promoting a strong sense of local 
interest in and support for family planning. 


The favorable cost-benefit ratio of family planning. 


We've saved for the last the most tangible achievement of the program, its 


very favorable ratio of costs to benefits. Based on conservative assumptions 


about the number of umvanted births averted, and on the impact of these averted 


births on direct, first year savings to government at the national, state and 


local levels, it has been estimated that one federal dollar expended on family 


planning services will save between $2.50 and $2.90 in the following year alone. 
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These savings represent government expenditures on maternal and infant care, 
and on public assistance and food stamps to those on welfare, and do not ínclude 
savings accrued in subsequent years. Accordingly, the projected federal invest- 
ment of $802-906 millions during the FY 1973-75 period is estimated to generate 
& first year direct saving to government of between $2.0 and $2.6 billions. Much 
greater savings actually accrue from helping families space their children so 
they can achieve adequate nutrition, WEE, — health, and economic pro- 
ductiveness in later life. Tragically, studies have shown that among couples in 
the poverty group married five or more years, about 452 have five or more children, 
versus 152 in higher economic groups. Somehow we resist applying cost-benefit 
analysis to our decisions about social programs, but if the program is both good 
in its own right and presents such a favorable, cost-benefit ratio, it would be 
folly to not provide it with See funding. š 

Despite the impressive gains of the past few years, the amount of additional 
program expansion that must be accomplished remains great. Current estimates 
place program coverage at only about the half-way mark. Even if the level of 
unvanted births drops to only 10X, this would stíll mean that every year about 
300,000 children are born who were unwanted by their parents at the time of con- 
ception, and most of these would be among the poor and near poor who want fewer 


children but are not reached by adequate information and servíces. 


Our own State of North Carolina, typical of many of the lower incone states 
of the South, presents a good example of how much must still be done, Although 
family planning programs are nominally in almost all of the state's 100 counties, 
less than half have well established programs with adequate federal funding. 
Strong, established programs such as the one in Guilford County, which encompasses. 
the city of Greensboro, are now outpacing the availability of funds in their 
attempt to keep up with the rising demand for services, while the general 


shortage of federal funding has left many other counties and planning districts 
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with the extremely limited resources available from state and local government, 
Statewide, North Carolina is serving only about 252 of the women in need of 
family planning, and this proportion is typical of most of the rural South. As 
a result of this inadequate coverage, 37% of all births in North Carolina can 

be classified as of relatively high medical risk to both mother and infant. For 
example, in 1971 5% of all births were to mothers under 18 years old, 5Z were to 
mothers over 34, 13% were out-of-wedlock, and 14% were of the fourth birth order 
and above. Where comparative studies have been made a close degree of corre- 
lat 10n has been found between "high risk" births and unwanted births. 

The Administration's Proposals for Funding Family Planning. 

The Administration has proposed that family planning services be funded for 
the next three years, along with certain other health programs, under the pro- 
visions of Section 314(e) of the Public Health Service Act. It has aiso argued 
that the costs of future program growth be met largely out of third party Paige 
bursements, notably titles IV-A and XIX of the Social Security Act. We strongly 
oppose both-of these approaches for the reasons we have outlined below. 

l. Titles IV-A and XIX cannot fund more than a small proportion of total 
program costs. Various studies have shown how-inadequate these two titles are 
for covering more than a limited share of total family planning program costs. 
ree vary widely from state to state as regards program eligibility, benefit 
schedules, service availability and accessibility. HE Congress has 
now imposed penalties for Sates that do not provide family planning services 
and the e match has been improved, recent federal guidelines 
have largely negated the effects of these actions, Ste groups such as the 
esting poor where the husband is present in the home and the unmarried have 


limited or no access to services. Under Medicaid certain elements of program 
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expenditures such as manpower training and development, outreach, information and 
education, and program management and evaluation are hard E reimburse. The 
maximum income level has been set so low in many states that services are effec- 
tively denied to a large number of women who cannot be expected to pay $50 or more 
annually for private care, A recent study done under contract for the Department 
of HEW on the feasibility of reimbursing expenditures for five adbuldtory care 
programs including family planning concluded that even with a major effort by 

185 Administration, this funding source could probably not exceed 202 of total 


program costs, 


2. Past experience with the use of Sec, 314 (e) has been unfavorable, 
F e > 


Congressman Paul Rogers, in his introductory speech for the proposed “Public 
Realth Act of 1973 (H.R. 7274), described very forcefully the ways in which Sec. 
314(e) and two other PHS Act authorities have been abused by this and previous 
Administrations. These sections are used either to undertake massive projects : 
vithout the consent of Congress, or as an excuse for avoiding categorical — M 
which, once the enabling legislation is eliminated, are then downgraded or phased 
out. Quite aside from the doubts that.may be expressed about the use of Sec. 
314(e), the Administration's failure to spend even those funds which its own 
agencies determined were necessary for family planning services, and which Congress 
apsiopriatad; suggests the need to strengthen the legislative mandate for this 
program rather than loosening it. 

The APHA does not, lousver. favor special treatment for this program in- 
definitely. 15 the November 1972 resolution al ready submitted to you states, ve 
propose that family planning become one of the constituent services offered under 
d'Ee health insurance and prepaid health programs. Ag soon ag the nation hag 
an assured health services delivery system, which gives proper emphasis to pre- 
ventive services as well as curative ones, family planning should Cause its 


categorical nature, 
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3. State and local governzents have nct yet given much priority to family 


planning. If the Administration's special health revenue sharing proposals are 
to work as regards fanily planning, there must be sone assurance that states and 
local governments vill give priority to continuation funding for family planning. 
Despite the evident success of family planning services from a national per- 
spective, this new program stíll in a See and development phase has not yet 
caught the attention of enough state and local officials to ensure its survival. 
in the competition for scarce funds... As of FY 1972 some 23 States had appro- 
_priated $3.5 millions through health departments and only $828,000 through wel- 
fare departments for the support of family planning services for a combined ` 
total of $4.3 nillíons. Even when the Honey id federal, as is the case with 
dicerna and child health Formala (Title V) grants to health agencies, the 50 
states allocated only $1.4 million more to family planning in FY 1972 than the 
$7.9 millions that were federally earmarked for this purpose. In brief, the ö 
program needs nore time to reach its target level, to refine and consolidate 
its operating characteristics, and to become visible to local decision makers 


before it can be cut loose from its Congressional mandate, 


Population Research 


The vital importance of a strong research program in the population 
scíences has been emphasized in nany reports in recent years and should need ö 
no further elaboration, Suffice to note that the provision of family planning 
services, complex as that way be, is only one of many actions that bear on 
population growth, distribution, and characteristics. Only to the extent that 
we can understand the dynamics and determinants of population changes can ve 
anticipate these changes, and to the extent decmed appropriate influence them 


in more optimal directions. Moreover, without a vigorous program of biomedical 
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research, our programatic efforts to help people control their own fertility will 
be permanently handicapped with contraceptive methods that are neither fully 
effective nor safe. Our brief comments on the research area will deal with the 
overall funding level, need for population research centers, research training, 
problems of research focus, and the growing demands for new population research 
findings. | 

l. The overall level of funding. The Center for Population Research of 
the National Institute of Child and Human Development has, under the mandate of 
title X, developed a rapidly expanding program of population research and contra- 
ceptive Seege, TEE this: promising start is now confronted with a 
budget plateau in which expenditures have remained the xe since FY 1972 and, 
after correcting for inflation, the FY 1974 budget request of the Administration 
will represent a significant drop in funds. Even more than has been the cage in 
family planning, the Administration has been unwilling to request anywhere near 
the amounts that its own special advisory committees have recommended as neces- 
‘sary to achieve the President's goals enunciated ih 1969, or.even to spend the 
$uch lower amounts that were finally appropriated. According to the — 
and authoritative E E. what could be usefully spent on population research 
and training, the report of the Commission on Population Growth and the American 
Future iacosminded ust year annual expendítures in the vicinity of $250 million* 
for three broad areas of activity, as compared with FY 1973 expenditures of about 
$40 million by the Center for Population Research and perhaps around $20 million 
. more by the Agency for International Development and other federal agencies. 
"Research and training in the basic science of reproduction, $100 million annu- 
ally; developmental work on methods of fertility control, $100 million annually; 
social and behavioral research, $50 million annually. The Commission recommended 


that as a start the federal government should allocate, for research, in 1973 the 
full $93 million proposed for that year in the five-year DHEW plan, and that thís 


level rise to a minimum of $150 million by 1975, (The Report of the Commission 
on Population Growth and the American Future, p. 106.) 
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2. Population Research Centers development. To understand more adequately 


the many complexities of population dynamics requires the concerted mobilization 
of the insights and methods from many different scientific disciplines in the 
biomedical, social, and administrative sciences. Fragmented and narrower 
research approaches have been responsible for serious gaps in our capacity for 
more effective responses to population changes in this country and in the world. 
This type of crucial and complex problem area has been effectively approached, , 
in other cases, by utilizing institutions where the requisite variety of basic 
research talents are found, and getting them to focus on the area. 

With this purpose in view, the NIH three years ago initiated a sonra 
develop a set of major population research centers within selected universities 
and nonprofit institutions across the U.S. Careful initial planning indicated 
that this approach could, at relatively low cost, facilitate the application of 
some of the best minds of established scientists as well as of bright young 
students, to this field. It would require helping with the provision of shared, 
core research seminars, and research coordination efforts, and developmental 
activities especially in key areas of study. 

This approach does not require building expensive new institutions, and has 
a very high benefit-cost ratio. It can bring needed focus and coordination to 
local research efforts. It can bring into the field needed new research talents 
unlikely to be mobilized through traditional contract and grant methods. It 
generates professional and institutional commitments to work in this field which 
last far beyond the availability of support from specific grants or contracts. 

Unfortunately, this proposed program has only barely been initiated. Its 


history so far has been a great disappointment to many leading population 
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researchers, to say the least, and has indeed been a source of considerable 
demora lization. Although earlier, conservative projections anticipated a 

level of support of at least $15 million annually for such Population Research 
Centers by 1973, the allocation for this category now totals only about $2 million, 
with no increase in síght. Approved but unfunded proposals for support of such 
Centers come to a much higher total, and other Centers have simply given up 
applying. The available funds have so far been provided to six Centers, four 
exclusively in the bíological research field, plus minor support to two others 
concerned with sociological studies. None have been helped to achieve the 
critical mass or the interdisciplinary breadth which should be the essence of 
this approach. 

The House Republican Task Force on Population Growth and Ecology, among 
others, has particularly emphasized the need for advancing this component of 
the whole population research effort, noting its special value in encouraging 
innovative and imaginative experimentation at relatively low cost compared to 
other types of research support. It has observed that even the reduced 
projection of funds indicated in the HEW Five-Year Plan for population research 
in FY 1973 called for $5.5 million in this category, less than half of which is 
now being made available. We fecl that this component of the total population 
research Strategy is perhaps the most fundamental of all, from the point of view 
of economy and potential short- and long-term benefits. 

3. Research training. The radical cutoff of support for training of 
population researchers. has dealt a serious blow to this whole field. It badly 
damagcs not only the U.S. but the worldwide population and family planning efforts. 
Unlike some other fields, the demands for qualified population specialists are 


very high, from universities, private groups, industry and official agencies at 
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various levels. Many key research frontiers have almost no one working at them. 
Help is essentíal to encourage top students to enter this field and to — 
teaching costs, and is simply not available from other sources. i 
Especially serious is the crippling of innovative training efforts, aimed 
at applying new disciplines and fresh research BEE SE to population problems. 
For example, at our own institution, training programs which were established 
after a great deal of preparation and which were approved for NIH fínancing, but 
which are now left unfunded include the following: the first training program 
in the U.S. to prepare researchers to eugene practical knowledge about the 
implications of population growth for governmental structures and public policies; 
the only training program in tke U.S. aimed at preparing biostatisticians to work 
on better methods of population measurement and forecasting; the only program to 
prepare specialists in anthropology to clarify problems of accontance of family 
planning and of population dynamics in different cultural groups; the only progras 
of epidemiological research training needed to clarify the health effects of 
different population sizes and densities, and to help evaluate family planning 
program effects; the only program for researchers on psychological aspects of 
population change; and others.. 
i 4. Problems of research focus. While the traditional methods of more 
laissez-faire type of research grant support and committee review were more 
appropriate in times of ample budget availability, the popu lation research field 
now calls for much more attention to priority setting and identification of key 
frontier areas, and for promotional efforts and risk-taking if necessary in order 
to cover these needs. Without further elaboration, this point also has implica- 
tions for stronger and more systematic organization of the whole federally 


supported population research effort. 
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5. The Southern Growth Policies Board. Public awareness of population 
matters has risen remarkably, and new mechanisms are taking shape to represent 
such concerns and pursue their practical implications. A growing constituency 
wili be pressing for answers which only stronger and broader population research 
efforts can produce. | 

An example of this is the Southern Growth Policies Board, an inter-state 
compact established last year which includes the Governors and other key repre-. 
sentatives of the southern states. This group is keenly aware that the South's 
slower rate of development in the past may now be an advantage; more alternative - 
directions of population growth and distribution may still be available. It: | 
takes a relatively fresh approach to future options. This group is eager to 
gain and to promote the application of new knowledge about problems of population: 
growth, of unwanted fertility and family planning, and of migration and population, 
distribution, as these will affect health, education, economic development, 
governmental effectiveness and social justice, physical resources, and other 
aspects of the quality of future life. Whereas scientific knowledge often 
outraces the means for its effective use, in this field we face a reverse 
situation where federally funded pupulation research efforts lag far behind 


the potentíal demand. 


To sum up, population and family planning concerns arè obviously most 
fundamental to 811 aspects of future wellbeing for Americans. We strongly hope 
that the. Congress succeeds in fts quest for a renewed and expanded title X 
legislation, used to its full potential to extend family planning services and 
population education and to strengthen population research. 

We have enjoyed the opportunity to meet with you and share our views on 


these important matters. 
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RESOLUTIONS 
Relating to Family Planning and Population Research 


Adopted by the 
Governing Council 
of the 
American Public Health Association 
November 15, 1972 


Continuation of Federal Support for Family Planning Services 
and Population Research 


.In 1970, The American Public llealth Association placed itself on record as 
supporting the establishment and expansion of family planning project grant pro- 
grams supported by the federal government for the purpose of making available 
subsidized family plauning servíces to all those desiring them. The last report 
of the Department of Health, Education, and Welfare estimated that only approxi- 
mately one-half of the 6,6 million women in need of subsidized family planning l 
services in the United States would be receiving them through special projects for 
family planning services by the end of calendar year 1973. 2 

Since the job of providing services is only half done while the Family Plan- 
ning Service and Population Research Act expires as of June 30, 1973, the American 
Public Health Association strongly supports the renewal of the Family Planning 
Services and Population Research Act of 1970 and the expansion to the levels 
called for in the DHEW Five-Year Plan for Family Planning Services and Population 
Research issued in 1971. 


\ Provision of Fertility Related Services 
Under National Health Insurance 


and Prepaid Health Programs 


APHA advocates the prompt adoption of a national system of health insurance 
which would piace strong emphasis on preventive health services. We believe 
that the provision of fertility control services is fundamental to preventive 
health care and deserves the highest priority. We believe that any national health 
insurance proposal considered and adopted by Congress must reflect that priority | 
and provide universal coverage of all fertility related health services to all 
who need them regardless of age, marital or economic status. At the same time, we 
urge that all organizations which provide health care on a prepaid basis iuclude 
these services iu their basic coverage of benefits to all persons enrolled under. 
this plan. . : 


Population Science Institute 


Since its historic resolution on population in 1959, APHA has been a leader 
in national efforts for a greatly expanded federal program ín population research. 
The existing institutional framework of federal programs of research ín the popu- 
lation sciences has been shown to be unable to deal adequately with the size and 
range of population problems envisioned by APIIA 13 vears ago. Two years ago, 
this Association strongly supported S. 2108, the Family Planning Services and Re- 
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search Act, which authorized a vástly increased research effort. At the same time, 
we urged that the Center for Population Research of the National Institute of 

Child Health and Human Development be strengthened to carry out its enlarged re- 
sponsibilities. We recommended that it be placed at the equivalent level of an 
institute under the direct supervision of the director of the National Institutes 
of Health so that it would be better able to bring together and finance presently 
fragmented research and improve the character of present research efforts of the 
federal government. This recommendation has not been carried out and only a small 
portíon of the funds authorized under the Act have been obligated for population 
research, This vitally important program must be provided with an institutional 
framework in which it can grow and command adequate resources,  APIIA urges Congress 
to implement the recommendation of the Commission on Population Growth and the 
American Future that there be established an Institute for Population Scíences in 
the National Institutes of Health in 1973. 


The Commission on Population Growth and the American Future established by ° 
Congress and appointed by the President has recommended the creation of a special 
institute which should provide a stronger base from which thís increased eífort 
can be directed. It would facilitate acquisition of qualified personnel, labor- 
atory and clinical space, and other resources necessary for a diversified program, 
It would increase the feasibility of the population research program, signal to 
the world that it ranks high among our research priorities, and should help in 
commanding the level of funding that we believe is necessary but which has not 
been forthcoming. 
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[Questions for Drs. Miller and Hall submitted subsequently by Sen- 
ator Alan Cranston follow :] 


Q. 1. The regulations recently issued on service programs by HEW specify that 
family planning services must be offered and provided promptly to all eligible in- 
dividuals voluntarily requesting them. However, determination of eligibility 18 
left to the State agency with a requirement that such determination be reviewed 
every siz months after the original case by case determination required by the 
new regulations. 

What are the implications of these regulations on the availability of family 
planning services supported by Federal funds to childless couples, to single adults, 
and to minors? 

A. 1. The revised Title IV-A regulations make it very difficult to provide family 
planning services to childless couples, to single adults and to minors. Title IV- 
A provides assistance primarily to families in which the male head of the house- 
hold is absent. In some states a very high percentage of first births to the poor 
and near poor are illegitimate, and even though the general birth rate has been 
declining in recent years, the illegitimacy and venereal disease rate are on the 
increase. The current regulations will eliminate for all practical purposes serv- 
ices for those currently without children or to teenagers, even though it is 
precisely with these groups where the cost-benefit ratio is most favorable in 
avoiding an unwanted pregnancy. 

Q. 2. What in your estimate is the number of individuals receiving family 
planning services under the authorities of title IV-A? 

A. 2. We do not have an estimate of the number of individuals currently re- 
ceiving family planning services under the authority of Title IV-A. According to 
projections by the eight states prepared prior to publication of the revised regu- 
lations, in FY 1974 the states expect to collect about $1.8 million through IV-A 
(5.8% of the projected total expenditure of $31.3 million). Comparable projec- 
tions for reimbursements under Title XIX (Medicaid) were $1.9 million (6.0% 
of the total). 

Q. 3. What do you estimate the impact of the new regulations will be on the 
numbers of individuals who will receive services? 

A. 3. Six states in Region IV currently have Title IV-A contracts (Fla., Ga.. 
Ky. N.C., S.C. and Tenn.). According to the old regulations, family planning 
officials in these states estimated that more than 1.3 million persons would be 
eligible for IV-A reimbursement. In conversations with these officials subsequent 
to publication of the revised regulations, only about 250,000 would be eligible for 
Title IV-A reimbursement, for a decline of about 80%. The decrease has been so 
drastic in a number of states that they are planning to drop existing Title IV-A 
contracts and instead use only Title XIX. 

Q. 4. What administrative difficulties do you foresce in conforming with the 
requirements of these regulations? 

A. 4. The administrative difficulties in conforming with the applicable regula- 
tions are considerable. For example, according to the new regulations a social 
service plan must be prepared and periodically updated for each person certi- 
fied as eligible for Title IV-A reimbursement. Although the intent is commend- 
able, at least as long as this does not become a device to invade excessively fami- 
ly privacy or interfere with personal decision making, it will impose an intoler- 
able administrative burden on many under-staffed local social service agencies. 
At the family planning program level we are already encountering substantial 
difficulties in getting patients identified as eligible, getting them certified, in cal- 
culating the costs of each service rendered so that billing can be accurate, and in 
negotiating with some state welfare agencies a reimbursement cost that is suffi- 
cient to cover such program components as outreach, training, program admin- 
istration and education. The tendency has been in some states to set very low re- 
imbursement schedules which would cover only the direct costs of services but 
not these other program components which are vital to an effective and quality 
program. 

Q. 5. Do you have any additional comments on the effect of these regulations 
on the ability of organized programs as well as private physicians to provide 
services under the authorities of title IV-A? 

A. 5. No, except to note that we sense a growing pessimism and even cynicism 
among program administrators regarding the Administration's willingness to 
continue strong support for expansion of family planning programs. The comment 
is often made that by virtue of the restrictions imposed by the new Title IV-A 


167 


regulations, the government is undermining family planning program support 
with one hand while it tries to build it up with the other. Moreover, some states 
are concerned lest the multiple funding regulations and reimbursement levels may 
lead to patients becoming labeled “Title IV-A”, Title XIX", “Title V", etc., as 
they walk through the clinie door and are registered under one or another reim- 
bursement category. 

Q. 6. What is the total amount of funding available from non-governmental 
sources to support organized family planning services? How much of this can be 
used for social services matching funds? 

A. 6. Current estimates place FY 1974 direct state appropriations for family 
planning at about $1.2 million (3.8% of the total), with some five states making 
direct contributions. At least several other states are trying to get direct state 
support but this will probably not be forthcoming until next year's legislative 
session. The eight states will contribute in addition about $2.5 million in matching 
funds (almost 8% of the total) and another $1.4 million (4.5%) will be obtained 
from other sources, mainly OEO and other federal authorities. The projected FY 
1974 total in non-federal funds will be just over 11%, of which perhaps $1 million 
has not yet been matched for federal funds requiring matching, and which could 
be used to generate almost another $9 million for Title X monies, if these were 
available. Title X funds are projected at the approximately $20 million level 
(64% of the total) in FY 1974 and all federal funds will amount to almost 90%. 

Q. 7. Do you have an estimate of the amount of funding available from the 
local and state governments? 

A. 7. See question 6 above. In the few cases where studies have been done at 
the local level, the contribution of counties to family planning programs is sub- 
stantial and has tended to be underestimated in the past. 

Q. 8. What is the estimated cost of providing services to an individual? 

A. 8. Various studies conducted nationally and in this region suggest an aver- 
age annual cost of serving one patient to be about $60. This figure tends to be 
higher in new programs, small programs. rural programs, and comprehensive 
programs with extensive outreach and informational services, and the range of 
costs varies between the middle $30s and up to over $100. The average cost seems 
to have declined or at least maintained steady over the past several years but we 
have reason to believe that further economies will not be possible except by 
sacrificing quality and comprehensiveness. Already. most programs involve only 
two patient contacts per year and only one of these is with a physician. 

Q. 9. Have new programs been established in terms of accessibility to popula- 
tion groups which previously had limited access to services as a result of title X 
programa? 

A. 9. The answer is most emphatically “yes”. Without Title X funds family 
planning in the Southeast would be at a far smaller scale than is the case today. 
Before Title X such funds as were available from state and Title V sources tended 
to be used on very passive programs which consisted of one or several clinics 
per month per county. Almost no effort was made to recruit new patients or to 
do active followup of those who failed to return on schedule, and the services 
were generally not comprehensive. Only with the availability of Title X funds 
has it been possible to mount active outreach programs and to direct recruitment 
efforts nt high risk populations where the advent of an unplanned pregnancy can 
have devastating social and economic consequences. 

Q. 10. What proportion of these programs provide for coordination with pro- 
grama offering comprehensive child and maternal health services? 

A. 10. At least nominally, most family planning programs in the Southeast are 
coordinated and indeed integrated with programs offering child and maternal 
health services. This is because most family planning clinics are held in the same 
location (usually the county health department) and by the same personnel as 
operate the maternal and child health program. However, in many cases available 
funding for the county health department is so limited that the MCH services 
are gross inadequate both as regards equality and coverage. Despite the in- 
adequacy of family planning program funding,’ the MCH program is in even 
worse condition and coverage is very restricted. It should be added that with few 


! Total projected FY 1974 family planning expenditures from all sources are $31.+ 
million. enonch to care for 500.000 ＋ active patients at $60 per patient. About 1.8 million 
medicaliv indigent women nre estimated to be in need of subsidized family planning 
services bv the end of FY 1975. a program coverace which would require expenditures in 
exceas of $100 million annually. The Region IV “Plan for Family Planning Services” of 
lune. 1972 estimated total funding requirements for FY 1974 at ZS 062 million in 
contrast with the projected availability of $31 million. 
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exceptions, there is a very poor link between hospital maternity wards and family 
planning programs. In other words, even though it is advantageous for a num- 
ber of reasons to recruit women into the family planning program from the 
maternity service of a hospital, this has generally not been possible in the South- 
east and reflects inadequate coordination between these two activities. 

Q. 11. Are there still many areas where services are not easily available to 
those who want them? Do you have an estimate for new organized programs 
and the type of community needing them? 

A. 11. The Region IV “Plan for Family Planning Services" of June, 1972 was 
based on the aggregation of the Region's 736 counties into 102 multi-county 
planning districts. Forty-three of these districts were designated of high pri- 
ority and at the end of FY 19173 approximately 24 of these high priority dis- 
tricts will have been started, though virtually all lack sufficient funding to 
provide for significant program expansion in FY 1974. The remaining 19 priority 
districts cannot be adequately funded with projected resources and we are now 
in the very distressing and anomalous situation of having promoted interest in 
family planning program development at the district level but are not able to 
provide startup funding. Moreover, once the 43 highest priority districts have 
been funded, many of the almost 60 remaining districts will require additional 
program expansion and improvement. The burden of inadequate program develop- 
ment falls, as you might expect, primarily on the poor rural countries. For ex- 
ample, more than 30,000 of the 70+ thousand women now being served in 
Georgia reside in the Atlanta area, and hence the Georgia program is still 
predominantly an urban one. Future program development should preferentially 
take place in the depressed rural areas where available resources to undertake 
program development and operation are in shortest supply. 


Senator Cranston. Our next witness is Dr. Louise B. Tyrer, fellow 
of the American College of Obstetricians and Gynecologists, and proj- 
ect director, Division of Family Planning, American College of Obste- 
tricians and Gynecologists. 

We appreciate your presence here. 


STATEMENT OF LOUISE B. TYRER, M.D., FELLOW OF THE AMERI- 
CAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, AND 
PROJECT DIRECTOR, DIVISION OF FAMILY PLANNING, AMERI- 
CAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS 


Dr. Tyrer. Iam Dr. Louise B. Tyrer, FACOG, project director of 
the Family Planning Division of the American College of Obstetri- 
cians and Gy necologists. I have been a practicing obstetrician-gyne- 
cologist for 25 years in California and Nevada, serving as director of 
the maternal and infant care project in Reno, Nev. for 3 of those years. 

I joined the American College of Obstetricians and Gynecologists 
215 years ago in Chicago to initiate and direct its newly created Divi- 
sion of Family Planning. The American College of Obstetricians and 
Gynecologists represents 15.000 qualified obstetrician- -gvnecologists 
throughout the country. The college has lately taken a fresh look at 
its long-range goals and immediate priorities. We are not happy with 
the United States’ relative position among nations in respect to its 
infant mortality. We feel very strongly that within 10 vears, the infant 
mortality rate in America can be cut in half, and the death of women 
from gynecologic and breast cancer can likewise be reduced by 50 per- 
cent. The college is dedicating itself to the attainment of these goals; 
they serve as a touchstone of effectiveness and priority for college pro- 
grams. Family planning ranks high as a means by which these goals 
may be realized. 

It has been shown that family planning is the most cost-effective 
method of insuring that babies are well born and well cared for, which 
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will reflect in statistics documenting reduced infant mortality and 
mental retardation. Already data are accumulating that show that 
perinatal mortality rates are dropping in certain large cities where 
extensive family planning services are being delivered. 

Data are presented for the four largest cities which show that peri- 
natal death rates have dropped from 20 to 8 percent in the past 
10 vears, which we feel is definitely related to the provision of family 
planning services. 

We feel that by continued Federal support through legislation such 
as that currently introduced and under discussion the perinatal mor- 
tality rate, and maternal mortality rate will continue to decline on a 
national scale. 

Undoubtedly the future will evolve a more effective delivery system 
for family planning services, but this requires time. It is our opinion 
that in order to adequately deliver family planning services at the 
present time in this country, the organizations and institutions pres- 
ently involved in the delivery system must receive continued financial 
support through Federal funding. The American College of Obste- 
triclans and Gynecologists is an example of such an organization. 

In 1970, the college supported Public Law 91-572, which established 
the Office of Population Áffairs in HEW, and authorized grants and 
contracts for family planning services, training and research. 
Although ACOG has always been involved in the setting of standards 
for the delivery of quality obstetric and gynecologic care for women, 
it was only with the initiation of a grant from the Office of Economic 
Opportunity to the ACOG in 1970 to establish research and demon- 
stration projects in eight large medical institutions in various regions 
of the country, that ACOG developed within its organizational struc- 
ture a division of family planning. which places special emphasis on 
this most important aspect of health care for women. The expanded 
emphasis on family planning as an important part of ambulatory 
gynecologic care has thus filtered through the ACOG organization. 
It has deeply committed and involved its 15,000 members in deliver- 
ing family planning services. Current statistics reveal that 21 5 
of familv planning patients are receiving their services through 
private physicians. 

The initial grant to the American College of Obstetricians and 
Gynecologists in the amount of 615.427 Federal dollars, with 20 
percent matching funds contributed by the grantee was to develop 
research and demonstration family planning programs. Eight projects 
are now delivering familv planning services under this grant. It has 
currently been refunded for program year C in the amount of 762.101 
Federal dollars for 12 months from December 1, 1972, to November 
30. 1973. This only represents funding in place. and does not. provide 
for the rapidly expanding program growth our projects are expe- 
riencing. 

The main impact of this program is to reach the postpregnant 
patient, whether she be postpartum or following abortion, and effec- 
tively involve her in family planning to assist her in regulating her 
fertilitv so that she may achieve her reproductive goals. The woman 
in the immediate postpregnant period of her life is the most receptive 
to initiation of family planning. Another goal of the program. which 
is a dividend of family planning. is to provide the woman with compre- 
hensive health screening during the time that she 1s enrolled in the 
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Program. Medical guidelines under which the programs operate have 
established criteria for such as: 

(1) A complete history and physical examination annually; 

(2) A battery of laboratory tests which included Pap smear, 
hematocrit for the detection of anemia, screening for venereal disease, 
n. and other medically indicated tests ; 

3) Patient education and counseling; 
4) Contraceptive prescription ; 
5) Infertility services; 
75 Referrals for continuing medical care when indicated; and 
7) Consumer participation for improved patient care and com- 
munity involvement. 

The guidelines for the operation of the interconceptional care pro- 
gram have been approved b, the advisory committee to the division 
of family planning of ACOG, and have been disseminated nationally 
not only to the fellowship of the college, but to family planning proj- 
ects throughout the country, and are being utilized by these projects 
to upgrade the quality of their services. A copy of these puidelings 
is attached to this report. (See p. 748.) 

The interconceptional care program, as we named our project to 
reflect our services, has delivered family planning to 18,847 new 
patients in the past 30 months. The cost per unduplicated patient for 
the delivery of this type of high-quality comprehensive family plan- 
ning during Program Year B, September 1, 1971 through August 31, 
1972, and serving 8,664 low-income women, was $61.26 per patient. 

A formula established by Fred Jaffe, director, Center for Family 
Planning Program Development, Planned Parenthood, New York, 
N.Y., determines the immediate cost effectiveness of Government 
expenditures for services, represented as a cost savings resulting from 
averted births. The factor 2.9—which includes costs of birth, 1-year 
infant care, public assistance and food stamps—when applied to our 
program vear cost of $930,821, reveals a savings of $2,377,795 in 1 year 
to the Federal Government. We think this is a well-documented figure 
and it demonstrates very impressively the effectiveness of the program. 

Through the ICC programs we have also developed training mod- 
ules for family planning nurse practitioners, end are successfully 
utilizing these nurse practitioners to increase the critically short pro- 
fessional staff effectively delivering family planning services to 
patients. These programs are useful models as we at ACOG continue 
our work with professional personnel from the field of nursing in the 
development of nationally applicable standards for training in this 
new field. 

This background material presented in regard to the ICC program 
pertains only to the utilitarian logic associated with the program. 
However. the rewards of the program are much greater to individuals 
and to society in preventing d birth of children who are not wanted, 
or who are born to a mother with development or health deficiencies, 
or to a family with insufficient resources to care for the child, and 
also in assisting theose couples who need specialized services to achieve 
& desired conception. 

The Division of Family Planning of the American College of Ob- 
stetricians and Gynecologists is also involved in another activity 
which can best be carried out through a large organization such as 
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ours. Through a contract sponsored by the National Center for Fam- 
ily Planning Services, in the amount of $283,687, the Department of 
Physician Éducation in Family Planning of ACOG has developed 
training programs for physicians. These programs have been devel- 
oped in. five medical institutions in varying regions of the country 
to train physicians in several categories in the delivery of family plan- 
ning services. The training programs are directed toward the follow- 
Ing categories: | 

(a) Theundergraduate medical student. 

(b) Interns and resident physicians in specialties other than ob- 
stetrics and gynecology. 

(c) The resident physician in obstetrics and ecology. 

(d) Physicians in family planning programs and the graduate gen- 
eral practice physician. 

(e) University and college health service physicians. 

In the first year of the contract, which will end May 30, 1978, we 
will have provided specialized training in the delivery of family plan- 
ning medical services to over 500 physicians. These physicians then 
return to their practice with knowledge of the most recent develop- 
ments in the field of family planning, updated clinical skills, and 
imbued with enthusiasm to deliver family planning services in var- 
lous settings. Many physicians deliver services to those who cannot 
otherwise afford care through federally funded clinics. Some physi- 
cians have subsequently offered family planning services for the first 
time in their private practice. We have been involved with the de- 
velopment of curricula and training in family planning for medical 
students, interns, and resident physicians, both in and outside of the 
field of obstetrics and gynecology. 

These training programs have been very successful in accomplishing 
their objectives and are continually oversubscribed. At the present 
time, there is no other mechanism for continued support SECH fund- 
ing for these projects, except through the federally funded mecha- 
nisms. This is an effective means for developing a resource pool which 
will relieve the critical physician shortage in the family planning 
field. The resources of professional and educational institutions can 
be tapped to provide effective leadership—not only in education, 
training, and research, but also in the actual development of service 
delivery models. 

As a practicing obstetrician for the last 25 years, it has been ap- 
parent to me that the ideal contraceptive agent has not been found. 
There are problems with all contraceptive agents presently available. 
Further research is necessary in this most important field. There must 
be continued research in the field of human reproduction to fill in the 
gaps of our fundamental knowledge in regard to this field before a 
strictly goal-oriented program to develop ideal contraceptives stands a 
chance of success. There is a need for continued research in two areas: 
basic research in regard to reproduction and applied research in regard 
to the development of an ideal contraceptive agent. Although some pri- 
vate agencies. foundations, and commercial firms are conducting some 
scientific research in this field, their funding level has been markedly 
reduced. Growth in research in the field of reproduction and popula- 
tion will have to come from additional commitments of the Federal 
Government. 
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Effective family planning is a continuing, ongoing service which 
cannot be delivered once over a short period of time. The reproduc- 
tive period of a woman's life is beginning earlier all the time, and 
presently may start as young as age 10 or 11, and may continue to age 
50. Termination of family planning services anytime during the re- 
productive phase of a woman's life can negate all the service she has 
received to date. Effective family planning must be a continuing serv- 
ice to each individual and terminated only by the recipient's desire to 
discontinue, when her need no longer exists. 

We understand that the administration has testified that title IV-A, 
and, in particular, title XIX, will supply an adequate means for 

rowth for family planning services in thie future. This may be so, but 
it may also be a false hope. If, on the other hand, proper care is taken 
in writing flexible, supportive regulations so that eligibility for serv- 
ice is not curtailed, and if States will assume their rightful respon- 
sibilities, then it is possible that this program can reach its goal as 
stated by President Nixon in 1969. 

The American College of Obstetricians and Gynecologists, because 
of its goals and dedication to preserving the lives and health of women 
and their offspring, will keep close watch on the development of this 
program to make certain that quality family planning services con- 
Gnue to be made available to disadvantaged women who cannot other- 
wise obtain such services. If it appears to us that program goals are 
not being met, our voice will be heard. If the 1 of service in 
family planning is limited through lack of project grant support and 
through restrictive eligibility criteria, this will exclude many women 
who need and want family planning services from obtaining them. 
This will then result in a rise in unwanted, unplanned, ind high- 
risk pregnancies. Such pregnancies most frequently terminate with an 
unfavorable outcome. The outcome often results in precipitating the 
patient who has previously been marginally independent into welfare 
rolls for continuing care for herself and her offspring. 

It may also turn the patient toward what she considers her only 
other option—an abortion. As obstetricians and gynecologists, we are 
dedicated to preserving the life and health of women under our care. 
As evidence of our dedication to improve health care for women, 
the American College of Obstetricians and Gynecologists did in May 
1968, adopt the policy that abortions may be performed to preserve 
the health of the mother. The election of GEN by a patient and her 
physician 1s far from the ideal and indicates a failure for the patient 
in the regulation of her reproductive functions. 

There remains no doubt in our minds that the delivery of adequate 
family planning services can and does create & meaningful reduc- 
tion in the number of women who turn to abortion as their alternative 
to lack of contraception. Continued support and expansion of fam- 
ily planning programs will greatly reduce the number of women 
bearing and caring for an cand child under poverty conditions, 
and at the same time, substantially reduce the number of women who 
turn to abortion as their only alternative. 

The experience of the college. and substantiated by the division of 
family planning both as project grant administrators and collectively 
as physicians serving patients, has been that family planning 

(1) Can effectively reduce infant mortality and morbidity ; 

(2) Can measurably improve the health status of women; 
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(3) Is a cost-effective method of achieving these ends; and 

(1) Can reach the patient population most at risk by providing fed- 
erally funded programs with reduced socioeconomic barriers and a 
minimum of disincentives. A woman who delays or is delayed in 
seeking service, or whose benefits are interrupted, is not simply de- 
prived of the service for that period of time. The result instead is likely 
to be an unwanted pregnancy, an unhealthy child because life circum- 
stances were unfavorable to pregnancy and birth at that time, and a 
temporary or permanent interruption of education or wage earning 
which may doom the family to poverty or welfare status for years to 
come. 

I, therefore, on behalf of the American College of Obstetricians 
and Gynecologists, wish to endorse the proposed amendment to title X 
of the Public Health Service Act to extend appropriations authoriza- 
tions for 3 fiscal years so that American women in need may be served. 

Thank you. 

Senator Cranston. Thank you very, very much for a very detailed 
and useful statement. 

You describe two excellent programs administered through the 
American College of Obstetricians and Gynecologists currently sup- 
ported by Federal project grants, one from OEO and the other from 
the National Center for Family Planning Services. The administra- 
tion has proposed the termination of OEO. I am glad to see you have 
received funding for support of the special demonstration program 
from OEO through 1974, but when 1975 comes, will this program 
again be seeking renewal funding? 

Dr. Tyrer. That is something I cannot answer at the present time. 
Indications are that all the OEO programs will be transferred to 
HEW. At the present time a determination has not been made in 
regard to our program. 

Senator Cranston. You expect to be seeking further funding? 

Dr. Tyrer. Yes, we do. 

Senator Cranston. Where will you go for that support? 

Dr. Tyrer. If OEO is phased out. we intend to apply for continued 
funding through HEW. We would like to keep the grant intact as far 
as involvement with the college. We are involved with very important 
research projects through the program, which if we were not funded 
to continue, the research would suddenly be terminated and could not 
be carried on. 

Senator Cranston. There seems to be some reason to believe, without 
being definitive, that the administration intends to phase out all grants, 
so if that program is followed without change it would effect all 
projects. 

Dr. Tyrer. We see this as a serious problem. 

Senator Cranston. It is my understanding that one of the great 
values of the two projects is that they are repeated in different regions 
of the country so that their effectiveness can be measured under vary- 
ing circumstances. Without the national direction provided by your 
organization and by a specific Federal agency with supervisorv re- 
sponsibility, could these programs achieve their goals and contribute 
to the field of knowledge in providing services? 

Dr. Tyrer. No, they could not. 

Senator Cranston. S. 1708 adds new requirements which provide 
assurance that individuals participating in research projects shall do 
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so only with full and informed consent. The bill also provides that 
drugs may be provided only for those uses approved by the Food and 
Drug Administration except where deemed medically essential in 
accordance with regulations. Do you see any difficulty in providing 
services under these conditions? 

Dr. Tyrer. No, I do not. 

Senator Cranston. I thank you very much, your testimony has been 
very valuable. 

Thank you a great deal. 

Dr. Tyrer. Thank you. 

Senator CRANsTON. Our next witness is Mrs. Grace Olivarez, direc- 
tor, Institute for Social Research Development, University of New 
Mexico, and member of the executive committee, Citizens Committee 
on Population and the American Future. 

I am delighted to see you with us. It is a pleasure to have the oppor- 
tunity to be with you once again. I appreciate your coming all the 
way here to the hearings. 


STATEMENT OF GRACE OLIVAREZ, DIRECTOR, INSTITUTE FOR SO- 
CIAL RESEARCH DEVELOPMENT, UNIVERSITY OF NEW MEXICO, 
AND MEMBER OF THE EXECUTIVE COMMITTEE, CITIZENS COM- 
MITTEE ON POPULATION AND THE AMERICAN FUTURE 


Mrs. Orivanzz. I am Grace Olivarez, member of the executive com- 
mittee of the Citizens! Committee on Population and the American 
Future. From 1970 to 1972, I served as vice chairman of the National 
Commission on Population Growth and the American Future. The 
Commission was established by Congress to conduct a 2-year study of 
the probable course and consequences of population growth in the 
United States. The citizens! committee was created to foster discussion 
of the Commission's findings and recommendations. 

The Commission completed its research and reported to the Con- 
gress, the President and the Nation in March 1972. It was our conclu- 
sion, based on 2 vears of study, that no benefits will accrue to our coun- 
try from population growth beyond that to which we are already com- 
mitted by past births. In fact. the Commission found that slowing 
growth could provide the opportunity to cope with a number of press- 
ing social problems that confront our society. As a result of our study, 
the Commission made a number of recommendations. Some of these 
relate very specifically to the legislation before this committee today. 

Mr. Chairman, I believe it is important to point out first of all that 
as a member of a minority group and as a woman, I would have reject- 
ed the Commission's recommendations had they been solely directed 
at stabilizing population size. Other members of the Commission would 
surely have joined me. I believe the kev to the Commission's thinking 
was the hope of encouraging actions that would improve the quality 
of life in our country. I believe the operative language in the Commis- 
sion report is the following: 

We wish to develop recommendations worthwhile in themselves, which, at the 
same time. speak to population issues. These recommendations are consistent 
with American ethical values in that they aim to enhance individual freedom 
while simultaneously promoting the common good—our policy recommendations 
embody goals either intrinsically desirable or worthwhile for reasons other than 
demographic objectives. 


175 


No recommendation in the Commission report is more reflective of 
this than that which states: 

All Americans should be enabled to avoid unwanted births. Major efforts should 
be made to enlarge and improve the opportunity for individuals to control their 
own fertility, aiming toward the development of a basic ethical principle that 
only wanted children are brought into the world. 

Mr. Chairman, the Commission was informed that, in the 5-year 
period from 1966 to 1970, 44 percent of all births to currently married 
women were unplanned; 15 percent were reported as having never 
been wanted. As shocking and distressing as these figures are, they are 
low estimates. They include only births to married individuals. In the 
3 vears from 1965 to 1968, there were 1.2 million births out of wedlock. 
Surely an even higher percentage of these were unplanned and un- 
wanted. It would seem from these statistics that the reduction of un- 
wanted and unplanned pregnancies would have impressive demo- 
graphic effects. 

However, our justification for a national policy and program to 
reduce Ee and unwanted pregnancies is independent of its 
demographic significance. 'These pregnancies represent personal, 
health, social, and economic problems of serious proportions. For the 
woman affected, an unplanned pregnancy and birth at least indicates 
a lack of control over her immediate destiny. It may mean personal 
tragedy. The health problems associated with unplanned and un- 
wanted pregnancies are serious. These pregnancies are more likely to 
result in babies born prematurely and, therefore, threatened by low 
birth weight and birth defects. Higher numbers of infant and maternal 
deaths are reported in unplanned and unwanted pregnancies. 

The personal and economic consequences are chilling. For the school 
age girl, an unplanned pregnancy all too often means dropping out of 
school and cutting off future opportunities for education, a good job 
and personal fulfillment. For the low-income family, such an occur- 
rence may result in economic dependence. Many couples learn to cope 
with the consequences of unplanned pregnancy, Mr. Chairman, but it 
can hardly be said that they contribute to the quality of life for par- 
ents or children. 

The Commission believed the way to prevent unplanned pregnancies 
is through provision of family planning information and services and 
through the development of improved methods of contraception. Mid- 
dle-class women have generally had access to contraceptive informa- 
tion and services through their private physicians. Low-income women 
have, until recently, generally not had access to these services. The 
result has been that the rate of unwanted and unplanned pregnancies 
among low-income women has been much higher than among middle- 
class women. Studies have indicated that there are some 6.6 million 
low-income American women who want and need family 1 
services but will not have access to them except through subsidize 
programs. 

The effort to provide these family planning services through fed- 
erally subsidized programs began to build in 1967 and was given great 
impetus by passage of the Family Planning Services and Population 
Research Act in 1970, which became title X of the Public Health 
Service Act. That act now provides the bulk of funding for these 
services. The presumption, in passage of the title X family planning 
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services program, was that there are large numbers of women who 
want family planning services and will use them if they are provided 
in a convenient and dignified manner. This presumption has proved 
valid. By June 30, 1972, over 2.6 million women were using family 
planning services provided through federally subsidized programs. 
Studies indicate that, if Federal support continues to grow at a rea- 
sonable rate, all of the women in need of this health service can be 
reached by 1976. 

Reaching all of the women in need is a goal stated both by President 
Nixon in 1969 in his message to Congress on population and by the 
Commission in its report. The Commission urged that the Federal 
program “be expanded, strengthened and provided with the resources 
necessary to complete its mission." Specifically, the Commission recom- 
mended that Congress pass new legislation *extending the current fam- 
ily planning project grant program for 5 years beyond fiscal year 1973 
and providing additional authorizations to reach a Federal funding 
level of $225 million in fiscal year 1973, $975 million in fiscal year 
1974, $325 million in fiscal year 1975, and $400 million thereafter." 

The totals recommended by the Commission are based on the 5- 
year plan for family planning services and population research pre- 
pared by the Department of Health, Education, and Welfare and pub- 
lished in 1971 which projected funding requirements for service de- 
livery ranging from a minimum of $250 million in fiscal year 1973 
to a maximum of $434 million in fiscal year 1975. Testimony before 
this committee last year indicated that only about $50 million of that 
total could be expected to be forthcoming from State and local gov- 
ernments and private sources. 

In contrast to the Commission's recommendations, S. 1708 calls for 
only a 3-year extension providing $159 million in fiscal year 1974, 
$207.5 million in fiscal year 1975 and $225.5 million in fiscal year 1976. 

It is true that, due to the President's veto of the fiscal year 1973 
appropriations legislation for the Department of Health, Education, 
and Welfare, the family planning program has stood still for an entire 
year. Twelve months of progress has been lost. It is fair, I believe, 
to argue that as a result of that, it 1s logical to adjust authoriza- 
tions for fiscal vear 1974 and onward to reflect the lack of increment 
in the family planning program in the last year. However. even con- 
sidering such an adjustment. the levels of funding in S. 1708 are below 
those suggested as necessary by the Department of Health, Education, 
and Welfare and recommended by the Commission. Further, it is 
unfortunate that S. 1708 does not propose a longer-term commitment 
tothe family planning program than 3 vears. I believe that this longer 
term commitment would be most helpful in enabling service facili- 
ties to do the kind of long-range planning that would enhance health 
service delivery systems. 

Mr. Chairman, there are other provisions of S. 1708 that are very 
much in consonance with the Commission's report and with which I am 
particularly pleased. I have always been uncomfortable with the fact 
that present law gives “priority to low-income persons" for receipt of 
family planning services. That language smacks of “Stop those wel- 
fare women from overbreeding." It 1s an unjustified charge and has 
frightening overtones, It became especially suspicious last vear when 
HEW actually sought to impose a means test for receipt of services. 
The Commission took specific exception to that action and I am glad 
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to see such tests prohibited by S. 1708. Location of these services in 
places convenient to those in need of services is consistent with the 
Commission's view. 

Low-income women need family planning services but heaven knows, 
we need all kinds of health care. Government concern about the health 
of poor women is suspicious when it begins and ends with *birth con- 
trol." The Commission proposed that all fertility-related health serv- 
ices—from family planning to pediatric care—be fully financed. The 
provision of section 1006 requiring that family planning projects 
make arrangements for a comprehensive range of child and maternal 
health services, including infertility services to be available to family 
planning clients, is an important step in the right direction. It is 
grossly inadequate, but at least it 1s a beginning. 

Mr. Chairman, the other essential ingredient of a program to reduce 
unplanned fertility is a greatly increased program of research. I am 
sure you recall that the Commission reserved the strongest language 
in our report for the recommendation concerning fertility-related re- 
search. We stated: 

The Commission recommends that this nation give the highest priority to 
research in reproductive biology and to the search for improved methods by 
which individuals can control their own fertility. 

This is not a program that affects the lives of small numbers of peo- 

le. There are some 84 million Americans in their reproductive years. 
None of them, no matter what their income or status, has access to a 
perfect contraceptive. 

Contraceptive technology is amazingly primitive. In this technologi- 
cally advanced age, prevention of an unwanted birth, requires effort, 
monev, inconvenience, occasionally pain, and, far too often, resort to 
abortion. There is no contraceptive that is 100 percent safe, effective, 
acceptable, reversible, and inexpensive that is available without 
prescription. 

Although recent advances in contraceptive technology have been im- 
pressive, they have not lived up to initial expectations. While oral con- 
traceptives are the most popular method of contraception in this coun- 
try, they are far from perfect and more and more women are abandon- 
ing their use. The problems are numerous. Oral contraceptives require 
dailv application. They are expensive. They require medical monitor- 
ing. Most important, though, are the uncomfortable and sometimes 
dangerous side effects associated with their use. 

Estrogen in oral contraceptives is known to increase the coagula- 
tory action of blood. The possibilities of blood clots and, therefore, of 
thrombophlebitis, stroke, heart attack and pulmonary embolism are 
increased. Unpleasant side effects, including weight gain, changes in 
skin pigmentation, sore breasts and unexpected bleeding are common. 
Women with histories of liver disease, cancer of the breast and other 
medical problems are cautioned not to use these drugs or to use them 
only under the closest supervision. For all of these reasons. between 
36 and 58 percent of women who begin using the oral contraceptives 
discontinue use within 18 months. Millions of others continue to suffer 
irritating side effects in the quest to be safe from unplanned pregnancy. 

The long-range effects of the oral contraceptives are not known. 
Yet. 8 million American women take this powerful drug each dav. 

The intrauterine device was thought to be the perfect contraceptive 
when it was first introduced. It was cheap and didn't require continu- 
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ing application. Results have been disappointing. Women who have 
not had children usually cannot use this method. Many others expel the 
device, sometimes without knowing it. Others continue to have un- 
usually long and heavy menstrual periods. After 18 months of use, & 
total of 20 to 35 percent of users abandon the IUD. 

The drawbacks associated with use of the older methods of concep- 
tion, such as the condom, diaphragm and foam, and rhythm, are well 
known. The first three require application immediately before inter- 
course. Rhythm requires periodic abstinence. Effectiveness, either be- 
cause of failure of the method or failure to use it, is limited. When 
both reasons are considered, the failure rates run as follows—con- 
dom 16 percent; diaphragm 18 percent; rhythm 28 percent; foam 29 
percent. 

Sterilization requires a surgical procedure and is really suitable 
only for those individuals who are certain they have completed their 
childbearing. 

Then, of course, Mr. Chairman, there is abortion. It is estimated that 
about 1.3 women each year attempt to avoid unwanted births by re- 
sorting to abortion. As you know, I strenuously oppose abortion. I 
find it morally and ethically unacceptable. I dissented, as you did, 
from the Population Commission's position on abortion. Let me point 
out, however, that even those members of the Commission who favored 
liberalization of abortion laws, stated their aversion to this procedure 
as a method of family planning. 

Mr. Chairman, in January the U.S. Supreme Court acted to wipe 
most abortion laws off the books. I disagree with that ruling. Since 
January, efforts have been mounted to amend the Constitution to 
overturn the Court's ruling. I oppose those efforts. , 

I prope that we act to E Let us act to make it an 
anachronism. You are opposed to abortion. I presume numerous Mem- 
bers of Congress are opposed to abortion. The President says that he is 
opposed to abortion. If you are, you can do something about it. Don't 
amend the Constitution. Laws against abortion have never stopped 
them from occurring. A constitutional amendment won't stop them 
from occurring. The Congress can demonstrate the sincerity of oppo- 
sition to abortion by investing more effort and more money in contra- 
ceptive research. Improved contraceptive technology, improved avail- 
ability of information and family planning services are the best means 
to reduce demand for abortion. 

Mr. Chairman, experts have stated that, if we continue research at 
the present rate, it will likely be another 5 to 10 years before there is 
another substantial breakthrough in contraceptive development. I 
find that time lag and its consequences unacceptable. I presume that 
you do too. The Commission, acting on the basis of recommendations 
from panels of experts, urged that the funding for fertility-related 
research be increased to $150 million by fiscal year 1975. I regret that 
S. 1708 proposes only a little over half of that amount for all popula- 
tion research by fiscal year 1976. 

Finally. Mr. Chairman, I would like to comment on the organiza- 
tional and administrative proposals of S. 1708. The Commission on 
Population Growth and the American Future concluded that existing 
organizational and administrative structures of the Federal Govern- 
ment were not adequate to the task of carrying out many of the 
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recommendations made by the Commission and, therefore, suggested 
several changes. 

The Commission felt that the Office of the Deputy Assistant Secre- 
any for Population Affairs in the Department of Health, Education 
and Welfare needed strengthening, especially in terms of staff sup- 

rt, in order to give the necessary direction and coordination to 

epartment programs in this field. In addition, the Commission 
recommended the creation of a separate Institute for Population Sci- 
ences within the National Institutes of Health. The purpose of this 
was to provide a stronger base of support for an expanded and more 
focused population research effort, to facihitste acquisition of qualified 
personnel, laboratory and clinical space, to increase the visibility of 
the program and to aid in commanding the level of funding recom- 
mended by the Commission. 

S. 1708 recommends the establishment of an Assistant Secretary 
for Family Planning and Population Science and the creation of an 
Office of Family Planning and Population Science to be located within 
the Office of the Secretary of HEW . This assistant secretary is to be 
appointed by the President with Senate consent. Provision is made 
in the law for full-time professional and clerical staff and & reason- 
able level of funding is provided for that staff. In addition, S. 1708 
would establish within this office a National Center for Family Plan- 
ning and a National Center for Population Science. 

It appears to me, Mr. Chairman, that the powers and responsibilities 
assigned to the Assistant Secretary, the Office of er Planning and 
Population Science and the two Centers, especially in the development 
and administration of budgets for the relevant programs, are quite 
adequate to the accomplishment of the goals the Commission stated as 
necessary for improving the population related programs of the De- 
partment of Health, Education and Welfare. | 

Thank you very much for the invitation and the opportunity to 
address you. Ia Sen for the length of my testimony, Senator. I am 
a firm believer that the mind will absorb only as much as the seat can 
withstand, so I will stop now. 

Senator CRANSTON. "Thank you very, very much. Dr. Simmons of 
HEW referred yesterday to the provisions of S. 1708 as unnecessary 
and duplicative and suggested that it is more appropriate to fund 
population research under the general research authority of title IV 
of the Public Health Service yv Would you care to comment on 
that pro 17 

Mrs. OLIVAREZ. If cancer research and heart research and all other 
medical research was also launched under title IV, I would take my 
chances with family planning research being bunched up under title 
IV. I am opposed to that action because it appears to reduce our 
commitment to population research. I find it incongruous that on the 
one hand the administration claims to oppose abortion, but on the 
other hand it eliminates funding that would make abortion totally 
unnecessary. I think this proposal of the Administration combined 
with a freeze on research funds certainly gives the unfortunate 
impression that the goal of improved contraceptive technology is 
being phased out at a time when we feel it is more necessary than 
ever, given the failure of other methods. 

Senator CRANsTON. The Commission on Population Growth and the 
American Future suggested that certain benefits would accrue to our 


180 


society if population size eventually stabilized. The birth rate has 
now reached a level that if continued over & period of time would 
eventually result in stabilization. Does this in your opinion effect the 
need for an increased commitment to family planning services and 
population research ? 

Mrs. OnivanEz. Well, if you recall, Senator, during the Commis- 
sion deliberations some people where of the impression that we no 
longer needed to worry about population stabilization, that we were 
reaching that level, and somebody very aptly pointed out, I be- 
lieve Dr. Duncan pointed out, that we felt the same way in the 1930's 
when there seemed to be stabilized population, and then we got 
the baby boom. No. 1, I do not think we can depend that blindly on 
the fact that we seem to have reached a so-called stabilization popula- 
tion. I find it very painful and uncomfortable to talk in terms of 
numbers, because I deal with individuals on a daily basis, and I think 
the need of individuals to be able to choose whether and when to have 
children and the ability to do so free of societal pressures, and with 
physical safety and comfort is independent of the birth rate. One of 
the things the Commission specified constantly is that we should not 
think only in terms of demographic effect, but we should think about 
individuals, because the thrust of the report was that we were inter- 
ested in quality of life. 

I read recently that there are in the country right now 1 million 
women at the age of 39 and 2.1 million women of the age of 13, that 
are just arriving at child-bearing age. If we slow down or slacken 
our efforts in making available more adequate contraceptives and 
family planning services programs, the so-called stabilization we have 
experienced in the last 2 years is going to fall through the floor. 

Senator Cranston. Last year we heard very constructive testimony 
from representatives of both black and Chicano communities who 
voiced a concern that family planning services should be offered only 
in conjunction with a full array of other social and health services 
which had higher priority to members of these communities. I have 
tried to address this concern in S. 1708 bv requiring consumer partici- 
pation in the decisionmaking process of organized programs, and by 
requiring that organized programs provide for coordination of family 
planning services with the provision of comprehensive health services. 
If organized programs are not expanded, do you see how these objec- 
tives can be built into alternative approaches of providing the services 
ns suggested by the administration, such as through medicaid and title 
IV-A of the Social Security Act? 

Mrs. OLIVAREZZ. No sir, again I feel very awkward about family 
planning being tied to title IV. In terms of medicaid, I do not know 
if vou are aware that Arizona, which is my home State, is the only one 
of the 50 States that does not have medicaid. So, in that State alone, 
it just would not work. 

Second, I just do not see that that proposal is going to reach the 
people that I am concerned with, to tie it in like that with title IV 
is totally out of the question. I prefer the provisions in your bill. 

Senator CRANsTON. Do you believe the new regulations governing 
eligibility and periodic redetermination of eligibility for social serv- 
ices, including family planning services, will result in a measurable 
reduction in the number of individuals seeking family planning 
services? 
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Mrs. OLIvARE :. It depends on how those eligibility requirements are 
applied. I am opposed to eligibility requirements because it differ- 
entiates totally. 

Senator Cranston. Are there special concerns that the Chicano 
population has regarding family planning programs and do you feel 
that this bill adequately comes to grips with this concern? 

Mrs. Orrvanzz. I think it does come to grips. There are special con- 
cerns. One of the major concerns is that it took a while to sell Chicanos 
on family planning services, and then when we got to the level where 
we were getting everybody to accept the services, they turn around and 
tell us that they are cutting back on them. 

We have not reached half the Chicanos that would like—I have 
never met a Mexican woman who did not want family planning serv- 
ices, but I have met a lot of them who were not getting them because 
they were not available. What is frustrating is to sell them on the fact 
that their problems are solved, that we Rog haa family planning serv- 
ices, and just when we finish doing synthesizing, we have to turn 
around and tell them, I am sorry, we are not going to have the program. 

I dare not go back and face them. 

Senator Cranston. I am very grateful to you for your very construc- 
tive testimony and for your strong support for the bill. 

Mrs. OLrvarez. Thank you so much. 

Senator Cranston. Is Mrs. Shirley Okrent in the hearing room? 

If not, our next witness is Judy Senderowitz, president, Zero Popu- 
lation Growth. 


STATEMENT OF JUDITH SENDEROWITZ, PRESIDENT, ZERO 
POPULATION GROWTH, INC. 


Ms. SENDpEROWwITZ. Mr. Chairman, I am Judith Senderowitz, presi- 
dent of Zero Population Growth. ZPG is a nationwide organization, 
with 20.000 members working toward the stabilization of population 
in the United States. 

Based on our past appearances before this committee, you may al- 
ready have anticipated that we strongly support and endorse S. 1708, 
the legislation before us. In our judgment tlus legislation represents a 
crucial public commitment to enable the American people to carry 
out the very exciting trend they have established in the past few years 
toward smaller families and an eventual stabilization of population. 
Specifically, we would like to focus our remarks today to the research 
and education sections of this bill. 

Present contraceptive technology, though it provides a diversity 
and sophistication unknown one or two generations ago, remains ex- 
ceedingly inadequate. The most effective methods, the pills and the 
IU D. are also those most likely to be contraindicated for reasons of 
health or reproductive history. They also require a greater amount of 
professional services. Those that can be most easily utilized and 
attained—the diaphragm, condoms, foams, and jellies—are less effec- 
tive and rejected bv many because of aesthetic considerations. Non- 
reversible methods have undergone greater improvements, and an in- 

creasing number of Americans have chosen sterilizations, but this 
method is obviously unsuitable for individuals delaying or spacing 
pregnancies. 
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Given these drawbacks and the difficulties often involved in at- 
taining services, a high motivation level is required. The eagerness 
with which contraceptive counseling is accepted following a birth or 
an abortion attest to the need for making better contraceptives more 
easily available to begin with. Although abortion can now legally be 
used as a backup measure for contraceptive failure or nonuse— 
everyone would agree that it is preferable to prevent an unwanted 
birth before conception. As & board member and director of volun- 
teers at one oï the first abortion facilities in New York City, I saw 
that for too many women their visit to the clinic was their first ex- 
posure to birth control. Most of them chose the most effective types in 
order to prevent & repeat abortion, but unfortunately they left New 
York City to return to areas less conducive to their continued need ^or 
medical monitoring. 

New methods and improvements in existing ones, along with better 
information about them readily available to the patient, will allow 
for & real choice. At the present time, for example, more men would 
like to share in the responsibility of preventing undesired conception, 
yet there is very little choice for them. 

Most studies have called for greater expenditures for contraceptive 
research tien are presently being proposed by the current Administra- 
tion budget. This funding level reflects a steady loss in momentum. 
The failure to keep pace can, in part, be accounted for by the admin- 
istrative structure which requires population research to compete with 
the other components within the National Institute of Child Health 
and Human Development. Because of the multiple concerns that 
must be attended and directed, the Center for Population Research 
lacks focus and pant of its program, behavioral research, suffers from 
its location in the highly medical atmosphere of NIH. 

We have witnessed a welcome drop in the birth rate in the last few 
years, yet the predictions called for a rise as the postwar baby boom 
reached its peak child bearing years. Why the reversal? Some answers 
are commonly suggested : the d economy, changes in women's 
roles and working status, concern for population and environmental 
issues. But are we learning enough about these motivations to more 
accurately predict birth trends in the future? Planning to accommo- 
date new Americans would obviously be improved by having a better 
sense of how soon and how many to expect, just as it's easier to design 
a plane when the number of passengers is known. A simple example 
is with school construction and teacher training. In some parts of the 
country now, lower grades have excess classrooms as the older chil- 
dren crowd into the upper schools. 

Some of these changes in fertility behavior have immense implica- 
tions beyond their demographic ones. Young women expect to have 
an average of one child fewer than their counterparts of fifteen years 
earlier. Census Bureau statistics show young women remaining single 
longer. What changes can we expect from such developments in indus- 
try, recreational and cultural activities, housing patterns? 

Much research is needed to further delineate determinants of fer- 
tility behavior and the effects that behavior will have collectively in 
social structures. One of the most spectacular turnabouts in recent 
history has been the lowering of the birth rate in particular and the 
confrontation of other aspects of growth in general. In a society long 
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based on the *growth is good" ethic, certain segments are questioning 
uncontrolled growth—in their families, in their local communities, in 
the country, and in the world—and are opting for quality instead of 

uantity. The Commission on Population Growth and the American 

uture came to the conclusion that *no substantial benefits would 
result from continued growth of the nation's population." But I won- 
der if the public is adequately prepared to accept this trend as bene- 
ficial. In view of our history, a backlash could easily occur if society 
equates a slowing down process with lack of vigor in the absence of 
data which would show that fewer can be better. 

A separate Center for Population Science, outside NIH, as pro- 
vided by the proposed S. 1708 and the funding levels suggested in 
the bill would allow this pervasive issue to assume the dimension it 

uires. 

"oberen education programs are practically non-existent. Al- 
though the rate and degree of growth affects nearly every aspect of life, 
most Americans are woefully uninformed. Six out of ten cannot cite 
or guess the population of the United States. At a session held not too 
long ago for incoming freshmen at a major NYC university, the stu- 
dents were told by a top city environmental official that the population 
of the United States was decreasing. The statistics that must be used 
in teaching population growth are no doubt confusing, but a dose of 
ingenuity can be used to translate them into meaningful terms. Yet 
textbooks and teachers ignore the subject. I was asked recently to locate 
a class being instructed in EU e issues where a national Japanese 
broadcasting company could film a scene for their documentary depict- 
ing America’s concern with the issue. None existed as such; the closest 
I could find, after two days searching, was an urban ecology class that 
agreed to talk about population before the cameras. This in the nation's 
largest city. Your original education amendment to the Family Plan- 
ning Services and Population Research bill was seen as a first step 
to develop programs in the field of population education and al- 
though provision was made for a grant and contracts program, the 
Office of Population A ffairs never had one because of the low authoriza- 
tions. Higher funding levels could possibly give realization to this 
program though some, including the Commission, have called for a 
separate Population Education Act. In any case, there is a need for 
better coordination of population education activities which this bill 
would allow. 

Family planning in this country has a long way to go to deserve 
its name when 44 percent of births are unplanned, according to the 
latest national fertility study. Fortunately, most of these become 
wanted, although 15 percent of all births that are not produce unfortu- 
nate stress for the parents, child and indeed for society. Historically, 
children happened to people and were accepted as inevitable conse- 
quences of sexual behavior. This need no longer be true. The whole 
idea of questioning child-bearing may be new. but it is the most 
important planning for the future that individuals can make. Timing 
of the first birth is particularly critical. as it is a major determinant 
of expected economic situation and future births. An increasing num- 
ber of people are questioning whether to bear children at all, whereas 
this option was previously socially suspicious. The one-child family, 
too has been shrouded in mythology and needs additional study. 
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Americans now desire smaller families. According to the research 
prepared by the Commission on Population, the resultant slowing and 
stabilizing of U.S. population growth will create many opportunities 
to improve the quality of life. But 3 million women still cannot hope 
to achieve their goals in desired family size. Many others cannot find 
adequate services or devices. Most do not understand the consequences 
of family size to their personal, social or physical environment. All 
three parts of the proposed legislation—services, research and educa- 
tion—will finally allow the American people to make informed choices 
about their future. 

We would like to address ourselves briefly to the presentation yes- 
terday by the Department of Health, Education, and Welfare. Regret- 
fully, we are forced to the conclusion that the position taken vis a 
vis S. 1708 is not even a good faith one. The very funding mechanisms 
now proposed by the administration to replace the title X structure 
are those which in their rulemaking and administration they have 
done so much to hamper in the past 3 years. Their lack of concern 
for the population dynamics component of the research program 1s 
reflected in their casual assumption that the cross-fertilization which 
benefits biomedical research at NIH is also benefitting social science 
research. That NIH cannot be trusted to give appropriate priority to 
this program is demonstrated in the excellent material submitted for 
the record by Dr. Kantnor. And in its presentation the administration 
totally ignores the clear legislative intent of the Cranston amendment 
to encourage information programs in the field of population dynam- 
ics. To them, that part of the original legislation just doesn't exist. 

It is the history of Federal programs in the family planning and 
population area that the Congress has had to take the lead at each 
step, and coerce successive administrations into following that lead. 
It appears that 1973 will be no different, and we urge upon you that 
you not let the administration position deter you from developing the 
strongest, most. effective piece of legislation possible. 

Thank you for the opportunity to testify. 

Senator Cranston. Thank you very. very much. Your organization 
has been heavily involved, of course, in trying to educate the Amer- 
ican people to your view of the population issue. I assume you would 
agree that this type of advocacy was the role of the Federal Govern- 
ment and population education generally. Do vou feel there is an 
SENE role in population education for the Federal Government 
now 

Ms. SrENprEROowrTZ. Zero Population Growth does have a definite 
position on this whole range of issues. We have been presenting that 
position to the American public. The Federal Government's position 
of course would be much different. We were fairly successful I believe 
in sparking the interest on the issue of population, which was virtually 
undiscussed a few years ago. But now we need more concrete research, 
more solid objective facts to be presented to the people. 

I admit that some of our information is simplified and presents a 
definite point of view. I think the Government needs to make up for 
our lack of basic concrete research. 

Senator Cranston. Could you comment on the adequacy of the 
coordination now existing between the various Federal agencies in- 
volved in population education? | 

Ms. SExnEROWwrTZ. First of all, very few agencies are doing anything 
about population education. But certainly coordination could be better 
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than it is. For example, in the Environmental Education Act, there 
is no official role granted to the deputy assistant secretary in the grant 
review and approval process, and we are not even sure how much is 
being done on population education. 

The Office of Education says that $11 million was spent in fiscal 
vear 1971 on environmental and population education, and yet there 
is no documentation on just how much was spent on the population 
component. 

Senator Cranston. Do you feel that the provisions in S. 1708, 
which would place the new Assistant Secretary for Family Plan- 
ning and Population Science on the Environmental Education Ad- 
visory Council, and give him sign-off authority on population educa- 
tion projects would somehow help the situation? 

Ms. SENpEROWITz. Yes, very definitely. In this case at least there 
would be authority in the review process, and there would be some 
official authority input into what sorts of grants are being considered. 

Senator Cranston. How do you feel about the funding level pro- 
vided for the education section of S. 1708? 

Ms. SENpERowiTz. Certainly there need to be increased funding 
levels. as S. 1708 calls for. The grants program of the present act has 
gone unfunded because it was thought that the funding authorization 
was too low. And if the Environmental Education Act goes un- 
funded. we will certainly need higher levels of funding in S. 1708. 

Senator Cranston. How do you feel generally about relying on 
welfare programs, medicaid, et cetera? 

Ms. SENDEROWITz. Well it does not seem to be providing services 
to as great a number of people that need those services and the compli- 
cations in qualifying and so forth seem to complicate the issue and 
deter people from taking advantage of it. 

Senator Cranston. The administration has insisted that authoriza- 
tion figures are not too low, but too high. We have had witnesses before 
the committee with evidence that the amounts we have authorized 
for family planning services and biological research are in their 
opinion justified. Could you comment on the authorizations we have 
provided in the research area in terms of need for social science re- 
search which you mentioned ? 

Ms. SENprERowrTZ. Well although it is not broken down according to 
the social science component, it seems that social science research is 
suffering and a larger budget is needed for the whole research pro- 
gram in order for the social science component to have a larger share. 
We cannot rob the biomedical part in order to give it to the social 
science part. We really need both. In the statement submitted by Dr. 
K antnor it shows for fiscal vear 1973 that although 116 projects were 
approved in this area. only 38 were funded. It seems that better proj- 
ects are coming in and fewer are being funded with a lower dollar 
figrure. as well. compared to fiscal 1972. 

Senator Cranston. The administration also insisted that the re- 
search program in population dynamics would suffer from being re- 
moved from the National Institutes of Health. Could you comment on 
that point? 

Ms. SENpEROwrTZ. While it is not clear why the research program 
concerned with population dynamics would suffer, T am not sure that 
the administration made that clear, it seems that to remove the social 
science component outside of NIH, outside of the allied medical 
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atmosphere, could only improve the social science type of research 
that needs to be done. I think social science research within NIH is 
not getting its appropriate attention and encouragement. 

Senator Cranston. Are you concerned about the point that I men- 
tioned in my opening statement this morning about the possible 
development of the feeling that the administration looks upon these 
programs as a way to reduce the impoverished minority and welfare 
population in our country ? 

Is. SENDEROWITZ. Could you repeat that. 

Senator Cranston. Are you concerned with the point that I men- 
tioned this morning—I do not know if you were here—I indicated 
concern that based upon the approach announced by the administra- 
tion, a feeling might develop in the minority and poverty groups that 
family planning programs were to be turned into & program simply 
to reduce the impoverished and minority population in our country. 

Ms. SENDEROWITz. This is an issue that my organization has been 
confronted with too, that family planning 1s really a means to cut 
down on certain births, not all births. 

The central fact is that middle class and upper class women have 
always gotten the medical attention they needed through Dec 
physicians, and what we would hope would be the case would be that 
all women in a voluntary situation could seek the kind of family plan- 
ning assistance they need. It is not geared to any one group or 
minority in particular, it is allowing anybody to seek that service. 
S SECH Cranston. Thank you very much. You have been very 

e 
take it that neither Mr. Randolph nor Mrs. Okrent are present. 
That being the case, they were scheduled to be witnesses, we will now 
recess until 5:30 this afternoon in this room, where we will receive 
testimony from one witness, the Reverend Monsignor James T. Mc- 
Hugh, director, Family Life Division, U.S. Catholic Conference. 

I thank each and all of you for your presence and interest. 

[Whereupon at 11:40 o'clock a.m., the subcommittee was recessed 
to reconvene at 5:30 p.m., the same day.] 


AFTERNOON SESSION 


Present : Senator Cranston. 

Committee staff members present : Jonathan R. Steinberg, counsel to 
the subcommittee ; Louise Ringwalt, research analyst; and Jay Cutler, 
minority counsel. 

Senator Cranston. The committee will please come to order. I 
welcome all of you, and I welcome our witness for this late afternoon 
session, Monsignor James T. McHugh, director, Family Life Division, 
U.S. Catholic Conference. 

I am delighted we were able to figure out & time at which we could 
get together, and I thank you for your help in the past. 

You may proceed with your statement. 


STATEMENT OF REV. MSGR. JAMES T. McHUGH, DIRECTOR, FAMILY 
LIFE DIVISION, U.S. CATHOLIC CONFERENCE 


Monsignor McHvau. Mr. Chairman, I am Msgr. James T. Mc- 
Hugh, director of the family life division of the U.S. Catholic Con- 
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ference, and I appear here today on behalf of the National Conference 
of Catholic Bishops to comment on S. 1708—the Family Planning 
Services and Population Research Amendments of 1973. S. 1708 is 
intended to extend and revise Public Law 91-572, the Family Plan- 
ning Services and Population Research Act of 1970. Although it 
appears to be substantially similar to the 1970 act, there are a number 
of events that have occurred during these past 3 years that require 
a careful reexamination of the implementation of Public Law 91-572, 
and there are trends in our society that dictate caution and the need 
for certain restrictions in drawing up new legislation. 

Moreover, there is an added difficulty in that the Family Planning 
Act of 1970 is one of a number of programs included in the Public 
Health Service Extension Act of 1973. The Extension Act passed the 
Senate by a vote of 72 to 19 and has received widespread public sup- 
port. The 1-year extension of the family planning provisions received 
the endorsement of family planning groups, particularly Planned 
Parenthood Federation of America. Tue extension of present legisla- 
tion for 1 year will no doubt afford more time to critically evaluate 
present programs. I would expect that additional hearings may be 
Scheduled later in the year and would welcome the opportunity to 
testify at that time. 

In terms of the legislation before us, it is important to note that the 
American birth rate has consistently declined since 1957, with sharp 
drops recorded during the past 2 years. The birth rate declined to 
15.6 births per 1,000 population and the fertility rate was 73.4 births 
per 1.000 women 15-44 years of age at the end of 1972. The avera 
number of children born to each family dropped to 2.03, below the 
replacement figure of 2.11. These are the lowest annual rates ever 
observed in the United States. 

What is perhaps even more significant is that the number of chil- 
dren born dropped to 1.98 during the last half of 1972, and the most 
recent Census Bureau study, Birth Expectations and Fertility: 1972 
indicated that 70 percent of U.S. wives aged 18-24 said they expected 
to have no more than two children. The fact of a continuing drop in 
births is beyond question, but the significance of this continued decrease 
in fertility is uncertain. There is the real possibility that the con- 
tinued drop, not significantly below the rate of 1 stabiliza- 
tion, may 1n fact be undesirable and disruptive in our tb My 
purpose in noting these statistics is not to speculate on what the de- 
crease in births will ultimately lead to, but rather to note that the trend 
of : oe birth rate decrease is neither tapering off nor reversing 
itself. 

Nor is this decrease in birth rates simply a phenomenon of white, 
middle-income, educated Americans. Birth rates are also in decline 
among minority groups and ethnic groups, and the rates of out-of- 
wedlock pregnancy are similarly in decline (Current Population Re- 
ports of the U.S. Bureau of the Census, Fertility Indicators—1970, 
series P-23, No. 36, April 16, 1971). 

It is unlikely that the overall decline in birth rates is attributable 
to the Family Planning Services and Population Research Act of 
1970. But this review of declining birth rates indicates that we are 
not undergoing a population explosion. and that the majority of 
American women have been making and effectuating decisions re- 
garding family size that are unprecedented in modern demographic 
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history. There is certainly no reason for an attitude of crisis or panic 
in regard to fertility. And the legislation before us today must be 
seen as serving very specific and limited purposes. It should not be 
construed as a necessary part of a national population control policy, 
nor should it claim to be the answer to problems of poverty, health 
care, population distribution or urban planning. I make these points 
because the Government, in the face of a continuous decrease in fertil- 
ity rates, should be very careful that it does not encourage an even 
greater reduction in fertility. Moreover, the role of government should 
always be carefully restricted in the area of family planning because 
decisions concerning family size and the frequency of births are per- 
sonal decisions based on religious convictions, cultural factors, the 
circumstances of family life and the hopes and aspirations of each 
couple. Government should assist couples in achieving their goals, 
rather than pose an external norm to which couples are expected to 
conform. To put it bluntly, we have had quite enough of the crisis 
rhetoric that is calculated to idealize the two-child family to the 
disadvantage of families of more than two children. 

In light of the gaps in our knowledge concerning population dynam- 
ics, particularly the factors that lead to decreases in fertility rates, it 
is strange that the funding of research grants is held at the same level 
for fiscal year 1974 as for 1973, and that projected increases are rather 
small. It would seem that the government has a legitimate role in 
encouraging demographic research. However, research moneys should 
not be freely dispensed to pharmaceutical companies for the develop- 
ment of new contraceptive materials and compounds, since the pri- 
mary motivation of the drug companies is to develop and market a 
new and financially successful product. 

S. 1708 speaks of comprehensive family planning programs. How- 
ever, this should not impede the Federal Government from funding 
specific programs that do not provide a comprehensive range of serv- 
ices, or are not a part of an agency or project offering comprehensive 
services. Moreover, comprehensive services should be understood to 
exclude abortion as a method of birth control, consistent with section 
1008 of the Family Planning and Population Research Act of 1970, 
and it should also exclude sterilization. 

The reason for this latter exclusion is that sterilization is a radical 
and almost irreversible procedure, one about which we know little in 
terms of physical or mental after effects, and one that, because of its 
near absolute destruction of the reproductive capacity, should not be 
promoted under government-financed projects. Moreover, given the 
primary orientation of S. 1708 toward servicing the needs of the poor, 
greater caution should be exercised in regard to sterilization as a 
means of birth control because it can too easily become a repressive 
measure used against poor people, minorities or the disadvantaged. 

Section 1005 provides funds for informational and educational serv- 
ices. First of all, there should be a clear distinction between education 
and propaganda. Providing the American people. and especiallv stu- 
dents, with more information concerning population growth and dis- 
tribution may be proper and useful. But very often, so-called popula- 
tion education is strongly biased in terms of population control or of 
specific programs to achieve a decrease in population. Moreover, educa- 
tional programs dealing with population control and contraception 
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may too easily override parental rights and responsibilities when im- 
plemented by overeager or overzealous teachers. It's questionable as to 
whether anyone can develop “educational and informational materials 
on the causes and consequences of demographic characteristics and 
trends” with any real degree of accuracy at the present time. Cer- 
tainly there exists no consensus as to the relation between environ- 
mental problems and population growth, nor has there emerged a 
conclusive explanation as to why and how birth rates rise and fall 
at various times. 

In regard to the distribution of educational and informational ma- 
terials to all po desiring them, this should be limited to those 
who manifestly desire them, that is, those who ask for such materials. 
The materials themselves should be part of a wider educational effort 
wherein the individual can obtain medical examinations, advice, and 
therapy if needed. 

Since the educational materials evidently include media presenta- 
tions and materials for the schools, S. 1708 should make it clear that 
Government moneys are not to be used for school programs that will 
override parental] values and convictions. Some appropriate method 
of previewing materials for school use should be established. In regard 
to population education directed toward the general population, a fair 
presentation of all sides of controversial issues should be insured. 

The sections dealing with experimentation and voluntariness are of 
crucial importance to this legislation. 

A Senate Subcommittee on Health recently held hearings on the 
experimental use of new drugs on human subjects. Dr. Charles Ed- 
wards, FDA Commissioner, described the policies of FDA and 
provided special information on two contraceptive drugs in the course 
of his testimony. In their own way, each drug raises a separate moral 
issue, while the FDA policies point up a further question. 

The first drug is Depo-Provera, a derivative of progesterone that has 
been used in the treatment of specific cancers that affect only women. 
The drug received approval for such use from FDA in 1960 and in 
1972. The drug has also been used as a contraceptive agent in other 
countries, though not approved in the United States for such purpose. 
The unique quality of this drug is that the patient is given an injection 
effective in preventing conception for about 3 months. The drug pro- 
duced tumors in tests on dogs, though not in other animals. 

A test of the drug for possible side effects is being conducted on a 
group of women in a Tennessee mental institution. The superin- 
tendent of the institution maintains that the women have been in- 
formed of the possible dangers, and asked to sign the consent forms 
deltas by FDA for the investigational use of new drugs in human 
subjects. 

According to Dr. Edwards, when the dog studies indicated the de- 
velopment of tumors, an FDA Advisory Committee decided that 
long-term studies were necessary, and that on-going studies in humans 
would be allowed to continue only if the subjects were informed again 
of the dangers, and signed a new consent form. The experimentation 
in the mental institution is apparently continuing. 

However, Marcia Greenberger, a lawver, also testified before the 
Senate subcommittee that she had talked with six women at a birth 
control clinic in Tennessee, five of whom were already taking the drug. 
None of the six had ever seen the consent form furnished by Upjohn 
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Co., producer of the drug and apparently a collaborator in the testing. 
All were able to read it and understand it. 

In a drug of this type, when serious side effects are found in animal 
studies, it is expected that FDA would restrict the experiments on 
human subjects. FDA explained that the human experimentation was 
allowed to continue because no other injectable contraceptive is avail- 
able or forthcoming. FDA also maintains that the drug is being re- 
stricted to women who cannot use other types of contraceptives. 

In summary then, FDA is allowing the continued experimentation 
with a dangerous drug on a group of women in a mental institution, 
and the use of the drug experimentally among women who sought fam- 
ily planning service from a county health department. These women 
never saw or signed consent forms. 

The second drug is diethylstilbestrol (DES), a synthetic estrogen 
compound. Formerly used for certain gynecological disorders under 
proper controls, this drug can also be used after intercourse to inhibit 
pregnancy. But long-term studies of its use led to the discovery of 
cancer in the daughters of women who used the drug during their 
childbearing years. As a result, FDA issued warnings. 

But DES was gaining in popularity as a morning-after pill, and it 
had never been submitted to FDA for clearance for this purpose. 
Studies indicate wide use on college campuses. 

Because of its new found contraceptive potential, researchers worked 
out a new regimen for its post-coital use. Beginning 72 hours after 
intercourse, and in a continued low dosage for the next 5 days, the 
drug works effectively as a morning-after pill. There aren't likely to be 
any complications in the next generation, since the effectiveness of the 
drug precludes offspring. Dr. Edwards noted that one cannot tell what 
effects it may have on an already developing fetus, but an early abor- 
tion by conventional means should be seriously considered in such cases. 

No one seems to know exactly how the drug works, but in the post- 
coital regimen it is quite clearly abortifacient. No one knows anything 
of its cancer-inducing properties either, but FDA has allowed its con- 
tinued use because no one has proven it causes cancer when used post- 
coitally. Of course, there hasn't been enough time to study this yet, and 
the widespread use of the drug makes controlled study difficult. More- 
over, a cancer specialist expressed opposition to further distribution 
of the drug. 

However. FDA explains its leniency in these cases because each drug 
is a promising new contraceptive. FDA apparently assumes that more 
and newer contraceptive agents must be discovered and marketed. 
FDA'Ss responsibility is to regulate the sale of drugs and the experi- 
mentation for drug development in order to safeguard the health of 
citizens. In view of the dangers to individuals, and also in view of 
FDA's demonstrated leniency in these matters, the sections concerning 
experimentations on human subjects in S. 1708 should be strengthened. 

S. 1708 contains wording to safeguard voluntary participation in 
family planning programs. Although this language is directed toward 
protecting individuals, there is still the problem of the subtle coercion 
that results when a particular program is directed toward a special 
target group, that is, the poor, minority, or ethnic groups. There are 
at least two instances when a well-funded facility was set up with the 
intention that the proximity and availability would persuade people 
to use birth control and abortion services. 
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Section 1008 specifies that none of the funds appropriated under this 
title shall be used in programs where abortion is a method of famil 
planning. This section should be strengthened to ToT prohibit 
the use of Government funds for research on abortifacient drugs, and 
to prohibit any family planning project funded under S. 1708 from 
providing abortion counseling or referral services. l 

Although the decisions of the U.S. Supreme Court in Roe v. Wade 
and Doe v. Bolton have established an atmosphere of permissive abor- 
tion, the majority of the court still maintained that abortion was a 
medical procedure directed toward safeguarding the woman's health. 
There is nothing to prove that the Court considered abortion as simply 
one more method of family planning. 

Finally, in this regard, liberal abortion policies have proven to be 
counterproductive to family planning policies. This fact was demon- 
strated quite clearly by Daniel Callahan in his study of abortion prac- 
tice throughout the world. Moreover, recent reports from Bulgaria, 
Hungary, and other Eastern European countries show a reversal of 
tightening up of liberal abortion laws because of negative demographic 
results. Evidence is also accumulating among doctors in Eastern Eu- 
rope that frequent abortions increase the risk of premature births in 
later pregnancies. 

At this point, I would like to expand on my prepared testimony. 

Although the only reference in S. 1708 pertinent to abortion is to 
restate the prohibition of Government funding of programs where 
abortion is a method of birth control, additional issues have been 
raised in the course of these hearings. Thus, I feel compelled to em- 
phasize that we find the opinion of the U.S. Supreme Court in Wade 
and Bolton, denying the humanity of the unborn child and thus abso- 
lutely denying any legal protection prior to viability, completely un- 
acceptable. 

Science has clearly proven that the fetus is a human being, and the 
court is beyond its competence in making the value judgment that the 
human life of the fetus does not deserve legal protection. The opinion 
of the muon is all the more objectionable since the Court was 
apparently racked by intrigue, intimidation, and compromise. 

The unborn child is a human being from conception on, and de- 
serves the protection of law. In light of the Court’s opinion, the only 
way to achieve legal protection for the unborn child is by an amend- 
ment to the Constitution. We are most definitely in favor of an amend- 
ment that will supply the constitutional base for legal protection of 
the unborn child's right to life. 

Another matter that I also wish to comment on is the amendment 
to the Public Health Services Extension Act of 1973, providing pro- 
tection for hospitals and health care workers who refuse, on grounds 
of conscience and ethical convictions, to provide or participate in 
abortion services. This amendment was passed by the Senate, 92-1. 
However, a very determined effort is being made to obstruct the pas- 
sa re of this amendment on the House side. 

This amendment is consistent with the emphasis on voluntary par- 
ticipation that has been a part of Public Law 91-579. and that is 
included in S. 1708. It is also consistent with the Supreme Court's 
holding in Doe v. Bolton. 
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So as to dispel any doubt in this committee or in any other ares 
of government, I wish to emphasize again our support for constitu- 
tional protection for the right of hospitals and health care workers 
to refuse to take part in abortion procedures. 

In conclusion, population growth and distribution are serious ques- 
tions and policies related to population should be carefully formulated 
and open to continual reexamination. S. 1708 is & family plannin 
bill, and is meant to provide assistance in one limited area of materna 
health and human reproduction, that is, assistance primarily for the 
poor, to plan family size and the frequency of births voluntarily and 
with proper medical protection. S. 1708 is open to the dangers of all 
family planning activity, i.e., that it be used against minorities and 
the poor, that it be looked upon as a solution to other social problems, 
and en it interfere with the personal values and choices of married 
couples. 

Th reality, our Nation still needs a much more consistent and well- 
funded maternal health care and child welfare system that will sup- 
port women and children, and we also need better welfare services to 
meet many other needs of the poor and disadvantaged. When housing, 
health care, education and employment services are absent or insuffi- 
cient, family planning services can too easilv be looked upon by those 
who promote them as a means of overcoming poverty. And they are 
frequently rejected by the poor who know that they are not. 

Senator Cranston. I thank you on behalf of the subcommittee and 
personally for being with us and for that testimony. 

We are also most appreciative of the opportunity to confer with 
you during the development of the provisions of S. 1708 and to have 
your counsel at that early stage. I hope we can continue this fruitful 
cooperation and I invite you to let us know of any further suggestions 
you may have on S. 1708 as it undergoes committee consideration. 

In that connection, we would be very glad to consider any specific 
language you wish to propose to us to amend the bill to carry out the 
suggestions in your testimony. 

You state that it is strange that funding of research grants is held 
at the same level for fiscal year 1974 as for fiscal year 1913. Are you 
talking about the President's budget request? 

Monsignor Mc vor, No, I was talking about the text of S. 1708. 
as I found it in the Congressional Record. 

Senator Cranston. There has not yet been any money appropriated 
at any time under research provisions of 

Monsignor McHcan. I think these are projected figures. 

Senator Cranston. I was just explaining, the reason we held it at 
those levels was that there had never been any money appropriated 
so we did not see any particular reason to increase the authorization 
at this point. I hope that I can take it. however, that you support an 
Increased appropriation for research in population dynamics or at 
least you feel more should be spent than we are talking about on that 
subject ? 

Monsignor McHcan. I feel that the allocation of moneys on the 
part of the Government is appropriate for research. both demographic 
research and research into basic human reproduction, biology. physi- 
ology. I do not consider it appropriate for Government to be funding 
drug companies so they can develop new, financially successful prod- 
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ucts. I find in the past that if that has not been the actual case, it 
certainly has been the proposal on the part of the drug companies. 

Senator Cranston. What authorization figures do you feel might 
be appropriate in the area 

Monsignor McHvan. I really did not make any projection. I did 
not think of it in terms of detailed comparisons or projections. I just 
observed that to hold it at the same level with moderate increases 
here while expanding into the allocations in other areas struck me 
as out of balance. 

Senator Cranston. The President's budget suggests no increase over 
the $38 million appropriated for research in fiscal year 1973. 

Also you expressed the view that research moneys should not be 
freely dispensed to pharmaceutical companies for contraceptive devel- 
opment. Would you then support the provision of S. 1708 on page 12 
which limits the amount of any such support by the Federal Govern- 
ment to a for-profit entity to 50 percent of the total research cost? 
Do vou think even that is more than we should be doing? 

Monsignor McHven. I do not think we should be funding drug 
companies at all. I do not think it is appropriate to use tax moneys to 
develop what is basically a commercial product for the drug company. 
It is like taking highway fund money, giving it to auto manufacturers, 
so they can develop better cars to drive on the highways. I cannot see 
supporting research in chemical or mechanical devices for contracep- 
tion. 

Senator Cranston. Still, you expressed concern about the meaning 
of the word "comprehensive" in the declaration of purpose in section 
1000, clause 4, in S. 1708. We have no intention of changing the present 
law or its interpretation by use of that word in that place. That clause 
is identical to clause No. 4 in section 2 of Public Law 91-572. Moreover 
the operative language, rather than purpose clause language, in the 
bill is in section 1002(a), which authorizes grants and contracts to 
assist in the establishment of and operation of voluntary family plan- 
ning programs and projects. 

fee language is identical to that in present section 1001 (a) in 
title X. 

I appreciate your discussion of the ethical problems involved in 
research on new contraceptives and the use of experimental drugs. I 
think we have dealt with those subjects adequately in clauses 6 and 7 
of section 1006(c), but as I said earlier, we would welcome specific 
language to improve these provisions. 

Also I have called your testimony to Senator Kennedy’s attention 
in connection with the Health Subcommittee's investigation of human 
experimentation. 

You caution about implicit coercion in the location of family plan- 
ning projects in areas so as to be accessible to low-income families, 
as required in section 1006 (c) (4) in the bill. As you know. we think 
this approach in trying to fulfill our objective of making volunta 

services available to those who want but cannot afford them 1s pref- 
erable to stating a priority for low-income persons and then making 
inquiries about income level to persons seeking services. 

Would you care to comment on those alternatives? 

Monsignor McHvan. I am not making an observation in regard 
to vour new thrust toward location, rather than investigation or ques- 
tioning. But I have two specific instances in mind. 
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The first case has to do with a community interagency council here 
in the District of Columbia that is a coalition of family planning agen- 
cies in the area. Approximately 18 months ago the executive director, 
who also was employed by one of the local universities, publicly as- 
serted that much more should be done to encourage the poor to use birth 
control and that there ought to be a more aggressive program directed 
at the poor not only to get them to use birth control but to avail them- 
selves of the abortion facilities available in this town. 

The question of the use of the abortion facilities was something of a 
cause celebre because it was obviously in complete opposition to Public 
Law 91-572. I cite the instance because it is one of those instances where 
the aggressive pursuit of the population to make use of the services at 
their disposal reaches over from enabling to propagandizing to per- 
haps subtle diversion. 

A similar instance took place in New York on the East Side where 
& family planning agency was funded with the intention of moving it 
close to the poor and encouraging the use of all kinds of contraceptive 
services under this new well funded agency. Once again I think that 
the line was fudged a little bit. We are not any longer just dealing with 
providing services on a voluntary basis to those at wish to use them, 
but there is an aggressive program outlined to encourage the use. I 
think these are things that have to be watched and that is why I raise 
this point. I was not really reflecting on your alternate here in prefer- 
ence to actually asking people what their income level is. 

Senator Cranston. You would not feel that the mere location so as to 
be accessible would imply any coercion, I assume? 

Monsignor McHucu. I would say it might. Just putting up a 
building in a ghetto does not necessarily mean you are coercing any- 
body, but I think the warning is placed here for what the personnel of 
such projects might do, and also for the underlying intent of the whole 
operation. It 1s one thing to provide any kind of service to any target 
group, but it is another thing to reach out to try to persuade that group 
to make use of the service. 

Senator Cranston. Do you agree that there is a problem about 
making inquiries about income? 

Monsignor McHvucu. Yes, I assume there is a problem. I am not 
sieges ng that poor people be in any way treated in an undignified 

ashion. 

Senator Cranston. Thank you very much. I agree with vour caveat 
about the danger that family planning will be used against minorities 
and the poor and be looked upon as a solution to other social problems. 
In my opening statement this morning I commented on this, and I 
would like to read briefly part of what I said when the hearing started 
out this morning and then ask your comments. That portion of my 
statement was as follows: 


Although I look forward to questioning the Administration on this approach, 
I must say at this point that I am extremely concerned about the apparent under- 
lying philosophy that federal government participation in the provision of family 
planning services attempts to walk a highly tenuous and perilous tight rope be- 
tween the need for services for those who cannot afford them, on the one hand, 
and on the other hand the great concern that exists in minority groups and other 
poverty communities that some people have a hidden agenda for federal involve- 
ment in the provision of family planning services. namely. family planning is fine 
for the blacks, the brown and the poor, who already drain too much of our eco- 
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nomic resources in poverty programs, welfare payments and services and other 
special programs. I categorically reject any such agenda—hidden or otherwise— 
and any such philosophy. Although I agree that our primary obligation is to get 
quality services to those who can least afford them, I cannot endorse a policy 
which identifles the major federal family planning efforts with the elimination 
of poverty and the public assistance program. I recognize that these sorts of 
distinctions are not easily made. In many respects it is a question of tone and 
program emphasis. But the underlying point is of critical importance, and we 
must not lose sight of it merely because it is a complicated problem not suscep- 
tible to facile resolution. 

Monsignor McHvanu. I recognize your determination in this area, 
Senator Cranston, but I think that both of us are saying the same 
thing, that there is an inherent danger in family planning legisla- 
tion, that those who administer it may have a different orientation 
than those who establish or formulate it. So though your intentions 
might be the best, there is & need for control over those who are goin 
to administer or utilize moneys provided under this legislation. I thin 
second, that anyone who regularly reads the family planning litera- 
ture detects the note that family planning assistance is an economic 
effort to get rid of poverty. In other words, if we can limit family 
size among the most improverished of our people that somehow or 
other we are making a good investment. It is going to save us money 
later in welfare, education and welfare services, whatever have you. 
I think this type of thinking is frequently present, and it is a philos- 
ophy that I reject very strongly. It seems to me that you are saying 
the same thing. I think that is the reason for being very cautious about 
legislation of this type. 

I do not think that you can perfectly dissuade people who take that 
approach to it either. It seems to me that the economic concern recurs 
even in testimony before a subcommittee such as this. | 

Senator Cranston. Yes, it does. It seems to me that there is a danger 
that we recognize together and that that danger is heightened or would 
be heightened if the administration's proposals were put into effect 
and the major Federal effort was placed 1n a welfare and medicaid 
program. 

Monsignor MoH VOR. I am not inclined to defend the administra- 
tion's policy here or elsewhere. I do think that there is always a greater 
danger when family planning is linked with other welfare services. 
That only tends to increase the danger, yet at the same time I think 
it is fair to say that many who assess family planning as part of & 
larger health care service do not always show as great a commitment 
to the rest of the health care services as to family planning. That is 
not for your subcommittee, but has to do with other agencies of our 
government. 

Senator Cranston. Thank you. Do you define abortifacient drugs 
to include IUD's! 

Monsignor McHvaH. And IUD is not a drug really, it is a me- 
chanical—— 

UMOR Cranston. Well, leave off the word “drug,” is it an abortifa- 
cient 

Monsignor McHvan. I think there is substantial evidence today 
to indicate it has abortifacient qualities. I think the whole question of 
an IUD is one of those areas in which the conclusive evidence is not in 
yet as to how it works precisely. I would not try to solve the problem. 
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Senator Cranston. Do you have a position on whether an IUD is 
nee that should or should not be prescribed in Federal pro- 


Monsignor McHvon. I would say insofar as we are still in doubt, 
that we know it does have an abortifacient effect, we should avoid the 
use of the IUD as a contraceptive. 

Senator Cranston. You seem to call for a comprehensive and well 
funded program of maternal and child health care. I just want to say 
in closing this afternoon’s hearing that I certainly agree with that, and 
have thus included in section 1006(c) clause (3) a requirement that 
family planning services projects and programs funded under title X 
shall make maximum efforts to establish arrangements for the provi- 
sion of exactly those services, either directly or more likely through 
linkages with other health providers to those persons receiving volun- 
tary amily planning services under title X. 

have no further questions. I do look forward to hearing more if 
you have further thoughts specifically on language, and I thank 
you very, very much for helping us. 

We now stand in recess until 2 o'clock tomorrow afternoon in room 
4900. 

Thank you all very, very much. 

[Whereupon at 6:15 p.m. the hearing was recessed to reconvene on 

Thursday, May 10, 1973 at 2 p.m.] 
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U.S. SENATE, 
SPECIAL SUBCOMMITTEE ON Human RESOURCES, 
COMMITTEE ON LABOR AND Pusiic WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to notice, at 2:27 p.m., in room 
4200, Dirksen Building, Senator Alan Cranston presiding. 

Present : Senator Cranston. 

Committee staff members present: Jonathan R. Steinberg, counsel to 
the subcommittee; Louise Ringwalt, research analyst; and Jay Cutler, 
minority counsel. 

Senator Cranston. The hearing will please come to order. I regret 
the T delay in starting. It was caused by a rollcall that I had to 
attend. 

This afternoon we will be hearing from representatives of grou 
who have considerable interest in the 5 before the Bub: 
committee. 

These are the *right to life" groups and womens organizations. 

I am delighted that the response to my invitation to these organiza- 
tions to testify was enthusiastic and that we have so many leaders 
here today who will identify those issues to which they attach primary 
concern and give us their insight into these issues. 

Several additional groups were unable to attend the hearings from 
whom we had hoped to hear but have advised they will provide the 
subcommittee with written statements for the record. These are Mr. 
Joaquin Acosta, from the Right to Life League of Southern Cali- 
fornia, Dr. Joseph Stantan, of the Value of Life Committee in Massa- 
chusetts, and Mr. Jerry Frizell, of the Illinois Right to Life Commit- 
tee and Mr. Joseph A. Lampe, executive director, Minnesota Citizens 
Concerned for Life. 

The hearings today are scheduled for 3 hours. Representatives of the 
right to life groups will appear first and at the midway point the 
representatives of women's organizations will appear. 

There are six groups who sil be testifying from the Right to Life 
Organizations. By dividing the time equally among these six groups, 
each witness may use up to 15 minutes, unless you agree among your- 
selves otherwise. 

There are 10 representatives of womens organizations and by divid- 
ing time equally among these 10 organizations, each witness may use 
up to 9 minutes, unless you agree among yourselves otherwise. 

I appreciate your coming today. 

We will now hear from the first witness. That is Mrs. Randy Engel, 
executive director, U.S. Coalition for Life. 
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STATEMENT OF MRS. RANDY ENGEL, EXECUTIVE DIRECTOR, U.S. 
COALITION FOR LIFE, ACCOMPANIED BY JAMES McCLURE 


Mrs. Encev. Are any of the other Senators on the subcommittee to 
appear today: 

Senator Cranston. I do not know. There are some conflicts with 
other committees and there is some action on the Senate floor. 

Mrs. Encev. Mr. Chairman and members of the subcommittee, who 
are not here—— 

Senator Cranston. Let me assure you that staff representatives are 
here for the Senators, and the Senators will have an opportunity to 
review the record. 

Minority counsel is here. 

Mrs. ExCEL. Good. 

I appear before you today to discuss the “family planning Services 
and population research amendments of 1973" which would extend 
appropriations authorizations for 3 fiscal years and serve to consoli- 
date existing family planning-population research, projects and serv- 
ices under the umbrella of a new Federal office—the Office of Family 
Planning and ERC Science, with the assistance of a National 
Advisory Council. 

I have no doubt that the majority of those who support this bill, as 
distinguished from the framers of this piece of legislation, are as 
concerned for the welfare of this Nation as those Members of Congress 
who passed the original Family Planning and Population Services 
Act of 1970 (Tydings bill) to which was attached an abortion prohibi- 
tion amendment by voice vote in both Houses. 

And it is exactly out of these same motives and with the same de- 
gree of concern, that I ask you to consider anew the whirlwind of 
moral and physical corruption and destruction that this act has 
wrought upon this country in the name of freedom and dignity of the 
individual and support for the family unit. 

Gentlemen, I have before me a 200-page report replete with neces- 
sary documentation, which highlights the gross violations of the Tyd- 
ings Áct by governmental and private and nonprofit entities. Viola- 
tions which include: 

The funding of abortifacient research and actual clinical testing by 
federally supported hospitals, clinics, university-based medical cen- 
ters at home and abroad, and profitmaking pharmaceutical com- 
panies. The majority of experimentation, without full and informed 
consent, is being conducted on recipients of welfare, the retarded and 
so-called “sexually active” young people—the very same “target pop- 
ulation” singled out for special attention in the “family planning 
services and population research amendments of 1973." 

The massive and blatantly unconstitutional violation of family pri- 
vacy by the Federal Government and the assault on marital privacy 
AY Publis and private agencies receiving funds under the Tydings 
Act. 

With regard to individual liberty, I understand that Frank Car- 
lucci, Undersecretary of HEW, together with members of the general 
council, have already found it necessary to give a ruling in at least two 
cases of abortion carried out without the full consent or knowled 
of the patients. In each case the physicians base their action on the 
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recent Supreme Court decision of Roe v. Wade, which provides that 
a women's attending physician shall make the determining decision on 
&bortion. I ask you to investigate this matter further and enter into 
the record the specific details regarding these and other cases with 
proper safeguards across to protect the privacy of patients concerned, 
Mr. Chairman. 

The other violations include the use of social security numbers to 
identify, and continually monitor the family planning activities of 
patients including home visitations by social workers when clinic 
patients fail to respond promptly to the second call of the computers 
of the State welfare agency. It includes attempts by Federal agencies 
to cajole private physicians into revealing for the public record the 
sexual patterns and contraceptive habits of the patients. 

Violations which include the establishment and funding of teen- 
age fornication and abortion centers such as Teen Scene of Chicago, 
operated by Planned Parenthood, the latter of which also trains abor- 
tion counselors on HEW and AID funds. 

Violations which include the release of OEO mailing lists to private 
agencies associated with condom distributors—in this case the target 
group are young, black, disadvantaged males. 

Violations which include federally supported experimentation on 
live babies—survivors in most cases of hysterectomy or prostaglandin 
abortions which deliver the live baby intact. Such experiments are 
funded by the National Institutes of Health. Asis the case with aborti- 
facient research, what the experimenters can't get away with in this 
country, they get away with in European or third world nations, again, 

with the American taxpayers footing the bill. 

These live babies, whose only claim is that they are unwanted or 
defective, are being dissected alive without benefit of anesthesia, they 
are fed into tissue grinders, their skulls are partially removed in order 
to conduct neurological studies, their organs ripped from their tin 
bodies, and their bodies injected with a variety of viruses after which 
they are killed and their tissue used to produce polio vaccine and other 
prepanione 

lolations which include the awarding of long-term Federal grants 
to well-known advocates of population control including compulsory 
abortions. 

In 1969, Dr. Kingsley Davis of the University of California, Berke- 
lev received a 5-year grant totaling $337.652 titled “Goals and Con- 
ditions of Population Control." Dr. Davis is perhaps best remembered 
for his suggestion that unwed mothers be compulsorily aborted. 

Last year the Agency for International Development awarded a $2 
million grant to the Association for Voluntary Sterilization (AVS) 
headed by John R. Rague. who is now executive director of NPG, 
(negative population growth), a group which advocates compulsory 
population control with a maximum of one child per family. 

In studying HEW's 5-vear family planning and population re- 
search program one notes with alarm the vast number of grants award- 
ed to studies of reproductive behavior in both human and animal 
populations. | 

I've enclosed in my report to this subcommittee a table prepared 
in the form of a memo from F.S. Jaffe of P.P. to Bernard Berelson, 
who served on the Rockefeller Ponulation Commission and is a mem- 


ber of Rockefeller's Population Council (John D. Rockefeller III). 
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Written in March of 1969, the table details the effects of & variety 
of population control measures on U.S. fertility. Some of those meas- 
ures include payments to encourage sterilization, contraception, and 
abortion and encouraging homosexuality as well as economic and 
social penalties after the State-proscribed number of children allotted 
per couple has been reached. (See p. 493.) 

I ask you gentlemen, what are the purposes of such studies and 
Federal grants if not to impose compulsory population control upon 
the citizens of this Nation? If Dr. Hellman of the Office of Popu- 
lation Affairs has drafted such plans for compulsory population con- 
trol in the United States, in order to achieve an optimum popula- 
tion by the year 2000, I'd like to know about them and I'm sure you 
would too. Particularly since this bill now before you would set up 
the mechanism by which such controls could be employed in the 
form of a nacional population advisory council and new consolidated 
agencies for family planning and population science, terms for which 
no definition are provided. 

Lastly, and perhaps most importantly, the funding of the Tyd- 
ings Act has made possible the psychological rape of our Nation’s 
young people who are not just being taught that people are pol- 
uters, but that people are pollutants. This is a generation which 
is being indoctrinated in a new totalitarian scheme under the guise 
of planet management in which spaceship Earth is cherished while 
its crew goes to hell in a breadbasket. 

I ask you plainly, with regard to the Environmental Education 
Act, what value system is the State pressing forth and what hap- 
pens if those values based on a new religion of the ecosystem comes 
in conflict with traditional political, social. economic, and religious 
values? According to the U.S. Office of Education, the latter must 
give way tothe former. 

In conclusion, let me say a word about the utter uselessness of the 
Dingell amendment prohibiting abortion as a method of family plan- 
ning, which I believe will probably be attacked as unconstitutional 
as soon as Congress would pass this appropriation bill. 

Gentlemen, it is time to stop playing word games—deadly word 
games in which the killing of this Nation's unborn is carried out 
under such euphemisms as “Menstrual extraction, (M.R.)" and “post- 
conceptive family planning," by which millions of women are being 
fooled into thinking that they are practicing contraception when in- 
deed they are practicing repeated earlv abortions. Such women include 
users of the IUD and so-called minipills, both of which are approved 
methods funded by the Tydings Act. 

I understand that a 1-year extension of the Tydings Act has al- 
ready passed both Houses. Considering the gravity of the charges com- 
plete with documentation that I am presenting to this subcommittee, 
I hereby wish to make it a matter of public record, that the coalition 
with whatever congressional support it can muster, calls upon Pres- 
ident Nixon to immediately impound funds appropriated under this 
extension until such time as a full congressional investigation includ- 
ing full financial audits are made by the GSA of all funds which to 
date have been appropriated under the original Tydings Act. 

We are now in the midst of the Watergate scandal, with subsequent 
housecleaning at the executive branch of Government. It is high time, 


201 


I believe, to do a little housecleaning in the Department of HEW, be- 
pinning with the office of Dr. Louis Hellman, Office of Population 
airs. | 

The coalition supports the American public's right to know; the 
members of this sübconimittes have a right to know; to know before 
1 more cent of Federal funds are spent on the antilife boondoggles I 
have briefly outlined. 

Thank you. 

Senator Cranston. Thank you, very, very much, Mrs. Engel. The 
President has requested funding under this act, so I think it 1s some- 
what doubtful that he would choose to impound funds for implementa- 
tion of the act. I want to say to you, Mrs. Engel, that we will submit 
your testimony to the Department of Health, Education, and Welfare 
and ask them for a full and detailed report on each of the many dis- 
turbing and serious reports that you cited in your testimony. 

I would appreciate it also if you would leave with us & copy of 
the 200-page report from which you cited. 

Mrs. ENI. May I ask, would you consider the request that I made 
with regard to looking into the areas of compulsory abortions, at least 
abortions carried out without the knowledge or consent of the patients 
involved? 

Senator Cranston. That will be among the matters we will submit 
to the Secretary for a report. 

Mrs. ENGEL. Will that be entered into the record! 

Senator CRANsTON. The response will be. 

Mrs. Evert, Good. 

Senator CRANsTON. We will now hear from Mr. Joe Bowman, 
chairman, Georgia Right to Life Committee Inc., and member of the 
board of directors of National Right to Life Committee, Inc., accom- 
panied by Mr. John Short, publisher, Triumph magazine. 


STATEMENT OF JOE BOWMAN, CHAIRMAN, GEORGIA RIGHT TO 
LIFE COMMITTEE, INC., ACCOMPANIED BY JOHN SHORT, PUB- 
LISHER, TRIUMPH MAGAZINE 


Mr. Bowman. My name is Joe Bowman. I am chairman of the 
Georgia Right to Life Committee, and a member of the executive 
board of the National Right to Life Committee. 

My testimony will be brief, and will concentrate on only a small 
portion of the proposed bill. My brevity is necessitated by the short 
notice given to me about these hearings. I was contacted by the chair- 
man's office on May 1, only 9 days ago. Not until last Friday did I 
receive the committee print of the bill. I wonder if it could be possible 
that the proabortion witnesses were given such short notice also. Is it 
conceivable that Planned Parenthood was given less than 2 weeks to 
prepare? Or did they, in fact, participate in the drafting of this bill, 
either covertly or overtly ? I am compelled to appear before you under 

rotest. 

S Section 1008, which prohibits the use of funds for programs involv- 
ing abortion, is identical in wording to the existing law. And it will 
be as ineffective. Organizations such as Planned Parenthood, which 
vigorously promotes abortion through its propaganda and provides 
abortion in its clinics, can easily circumvent the intent of this section 
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by hiring & competent accountant. In 1971, Dr. Alan Guttmacher 
president of Planned Parenthood, stated that “these Government 
grants free unrestricted citizens’ contributions to finance new areas 
of service excluded from Government subsidy.” ! What could Dr. Gutt- 
macher have meant, but abortion clinics? 

One piece of proabortion propaganda available from Planned Par- 
enthood is a *comicbook" entitled “Ten Heavy Facts About Sex.” Al- 
though its listed price is 25 cents, Planned Parenthood gives it away. 
Besides dealing with penis size? and masturbation, this “comic book” 
contains the following information on abortion: “We think having an 
abortion is more moral than bringing an unwanted child into this 
world. Having & medical abortion before the 20th week is safer than 
giving birth." * In one sentence, they provide our youth with a stand- 
ard of “morality.” And, in the next, they practice deception. No objec- 
tive study, based upon reliable data, has ever shown abortion, at any 
stage, to be safer than childbirth. On the contrary, it has been conclu- 
sively proven that the rates of maternal morbidity and mortality are 
far lower for mothers who deliver their children than for those who 
abort, to say nothing of the mortality rate of aborted children. An ex- 
cellent study on this subject was contained in the latest issue of *Mar- 
riage and Family Newsletter,” which I include in my written 
evidence. 

Emory University's family planning program also provides abor- 
tion information to our youth through a magazine entitled What's 
Happening," which is funded by a grant from the Department of 
Health, Education, and Welfare.“ After disposing of the alternatives 
to abortion in two lines," *What's Happening" then glosses over the 
seriousness of abortion and tells the young mother-not-to-be what 
number to call if she wants one.’ 

Not only does HEW subsidize the dissemination of proabortion 
propaganda, it also funds its compilation. In July 1972, the Atlanta 
Constitution reported that HEW had granted $185,000 to four Emory 
University reseachers for a 2-vear study of the comparative psycho- 
logical effects of abortion and the bearing of an unwanted child.* 
Georgia Right to Life sought to have the grant rescinded for two 
reasons. First, two of the principal researchers were known to be pro- 
abortion. One of them. Dr. Charles Butler, ran the abortion clinic at 
Grady Memorial Hospital in Atlanta. The other, Dr. Lawrence Baker, 
had debated prolife speakers including myself on numerous occasions. 


1 Randy Enne. Aree Report. on Population Growth and the American Future, (Ex- 
ort. Pa.. 1972). p. 6. 
s 2 Sol Gordon, Ten Heavy Facta About Sez, (Syracuse, N.Y.: Family Planning and Popu- 
lation Information Center, 1971), p. 10 (un- numbered). 
3 Ibid., p. 6. 
4 Thid., p. 14. 
s Margaret and Arthur Wynn, Some Consequences of Induced Abortion to Children 
Born Subsequently". Marriage and Family Newsletter, February, March. April 1973. 
e What's Happening, Emory University School of Medicine, Department of Gynecology 
and Obstetrics, Famlly Planning program, inside front cover. 
7 Ihid., p. 20 (see also inside back cover). 
s "Grant Given Emory For Abortion Study", The Atlanta Constitution (June 29 1972). 
p. 9-B. 


Note.—Because of the length of the material included in footnotes 2, 5, and 6, these 
publications are included in the official files of the subcommittee. 
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Our second objection was that even if there was no question about the 
objectivity of the researchers, the validity of the study would still be 
in doubt based upon its short duration. Two years is hardly long 
enough for some of the serious psychological sequalae of abortion to 
manifest themselves. 

In effect, our Government has been indirectly subsidizing both the 
promotion and the performance of abortions. Section 1008 should be 
modified to prohibit funds being allocated to organizations which, in 
any way, promote abortion. If the prohibition is not extended in this 
manner, organizations such as Planned Parenthood and Emory Fam- 
ily Planning will continue to get around the prohibition by simple 
bookkeeping. 

The fact that I confined my objections solely to this one section 
should not be taken as my tacit approval of the rest of the bill. Rather, 
it indicates the lack of advance notice mentioned earlier. I reiterate 
my protest and request that either these hearings be extended by this 
subcommittee, or that additional hearings be scheduled by the full 
Committee on Labor and Public Welfare. 

If there are no questions, I yield the balance of my time to Mr. 
John Short, who will testify on some aspects of voluntarism. Thank 

ou. 

[The following material was subsequently supplied for the record :] 


{From the Atlanta Constitution, June 29, 1972] 
GRANT GIVEN Emory FOR ABORTION STUDY 


An interdisciplinary team of investigators from the Department of Gynecology 
and Obstretrics in the Emory University School of Medicine has been awarded 
a grant to study the comparative psychological effects of abortion and unwanted 
births. 

The three-year study will focus on low-income, unwed, pregnant women at 
Grady Memorial Hospital. 

The project is supported by a $185.000 grant from the Maternal and Child 
Health Service of the Department of Health, Education and Welfare. 

Results of the study will be used to form an objective basis of information 
on which women can be counseled as to the best possible course to be followed 
when faced with an unwanted pregnancy. 

Approximately 200 women approved for legal abortion will be compared with 
a matched control group of women who elect to carry their pregnancies to term. 

The women will be given psychological tests both before and ofter termination 
of their pregnancies and extensive sociological data will be obtained. 

The research is aimed at improving our understanding of how women adjust 
socially and emotionally to unwanted pregnancy and abortion," according to 
Dr. William L. Graves, a sociologist in Emory's Department of Gynecology and 
Obstetrics. 

„While legal abortion might seem the perfect alternative to unwanted preg- 
nancy. there are many psychiatrists who believe that, for some women, having 
an abortion may be damaging psychologically as bearing an unwanted child," 
Graves commented. | 

Principal researchers for the project include Graves, Dr. Charles W. Butler, 
a psychiatrist, Dr. John W. Epps, a psychologist, and Dr. Lawrence D. Baker, a 
physician. 

Graves said that the increasing availability of legal abortions across the 
country has created a dilemma for persons responsible for counseling women with 
unwanted pregnancies. 


98-030 O - 73 - 14 
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Senator Cranston. I would like to say that the record of this hear- 
ing will be kept open for 2 weeks, so there will be ample time for you 
to submit any statement you wish for that record and you have that 
time to study the legislation and to make any comments you feel are 
appropriate. 

Mr. Bowman. Thank you. 

Senator Cranston. Our next witness is Mr. John Short. 


STATEMENT OF JOHN SHORT, PUBLISHER, TRIUMPH MAGAZINE; 
CHAIRMAN, POSITIVE ALTERNATIVES COMMITTEE, NEW YORK 
STATE RIGHT-TO-LIFE 


Mr. SHort. I appreciate the opportunity to testify. My name is 
John Short. 

Senator CRANsTON. You have 8 minutes for your testimony. 

Mr. SHort. The other right-to-life speakers said I could finish in 
full regardless of time because our combined time will not be going 
over 1 hour and a half. I am currently the publisher of Triumph 
magazine, formerly accounting executive of Nassau County Social 
Services in New York State. I was fired from my government posi- 
tion in an issue directly related to this legislation, because I refused to 
perform an illegal act, refused to violate the dictates of my conscience 
and the principles of my religious belief. In this regard the question- 
able ethics and corruption of Watergate on the national adminis- 
trative level are child's play compared to the questionable ethics and 
corruption at the administration and Supreme Court level in Nassau 
County, N.Y., corruption which stands a good chance of engulfing the 
Supreme Court on the Federal level. Of essence is the fact that this 
corruption relates directly to the legislation you are considering 


ay. 
With the passage of Public Law 91-572 this country crossed the 
threshold into the world of population manipulation. In Paul Marx's 
book, “The Death Peddlers,’ which is supported by the actual taping 
of a conference of population controllers, the people who were re- 
sponsible for passage of the bill which should now be defeated, Marx 
gives verbatim accounts of the fact that Government funding of re- 
search into contraception granted by this bill has provided the long- 
sought fiscal vehicle for the population manipulators. How they could 
best milk the taxpayer and manipulate these funds—and funds ob- 
tained from other Government programs—to bring about mandated 
abortion, was set forth on January 21, 1971, in an unbelievable speech 
by Senator Robert Packwood at a symposium addressing itself to popu- 
lation manipulation via any and all means possible. In his remarks 
concerning the Tydings Family Planning and Population Act—for 
family planning and population research, Packwood said he abhorred 
the fact that the bill excluded any moneys for abortions. He detailed 
suggestions for violating the intent of the bill by using tactics such as 
the following: “If a national grant were made to Chicago Planned 
Parenthood they could use the money for other purposes while using 
their current moneys to promote abortions. This would give every Con- 
gressman a way out.” Again “Various health accounts funnel money 
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that can be used for abortion—the Public Health Services accounts 
likewise grant various State services money." Finally—"section 5 un- 
der the guise of infant care and maternal health be used to make funds 
available for abortion services and avoid using the word ‘abortion’ in 
connection with these programs." 

[The material by Senator Packwood referred to follows:] 
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QUCSELL D. LONG, LA., CHAIRMAN 


PERMAN H. TALMADGE, GA. WALLACE F. BEMMETT, UTAN 
VANCE HAWTKE, IND. CARL Y. CURTIS, NEBR, 
J. W. FULBRIGHT, ARK, PAUL J. FANNIN, ARIZ. 


ABRAHAM RIBICOFF, 


Conn, 
HARRY F. BYRD, JR., VA. ROBERT J. COLE 


— — onrar lriled States Senate 


WALTER F. MONOALEL, 
MIKE GRAVEL, ALASKA 
LLOYO BENTSEN, TEX. 


COMMITTEE ON FINANCE 


TOM VAIL, CHIEF COUNGEL WASHINGTON, D.C. 20510 
MICHAEL STLRM, ASSISTANT CHIEF CLERK 


July 10, 1973 


The Honorable Alan Cranston 
Chairman 

Subcommittee on Human Resources 
Senate Labor and Public Welfare 
Committee 

United States Senate 


Dear Alan: 


With your permission, I would like to clarify the 
record with reference to testimony presented to your 
Subcommittee on May 10, 1973, by Mr. John Short, 
Publisher of Triumph Magazine. 


Mr. Short describes my remarks at what he calls 
"a symposium addressing itself to population manipula- 
tion via any and all means possible." You should know 
that the symposium was sponsored by the U.C.L.A. School 
of Medicine, in January, 1971, and was entitled, 
"Therapeutic Abortion: A Symposium on Implementation." 
The Symposium was held at a time when abortion laws 
were being revised and liberalized around the Nation, 
but before the Supreme Court decision of this last 
January. Some of the questions addressed included the 
impact of strict abortion laws on the poor versus the 
wealthy and middle class woman; what medical or logistic 
problems might develop as a result of liberalized 
abortion policies; what should be the role of counselors 
should abortion patients necessarily be hospitalized, et 
etc. 


Nearly all the Symposium speakers were physicians: 
and the emphasis was clearly medical in nature. I was 
asked, however, to comment on the role of the federal 
government in the abortion issue, and did so to the best 
of my ability. Here, too, clarification is necessary: 
as Mr. Short's description of my remarks is grossly 
distorted and his alleged quotations entirely inaccurate 
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Page 2 
The Honorable Alan Cranston 
July 10, 1973 


My opening statement asserted my judgement, in 
January, 1971, that "Within the next two to five years, 
we are going to have legalized abortion." With the 
Supreme Court now having handed down its decision 
throwing out restrictive state abortion laws, I don't 
think my prediction was very far off the mark. And 
perhaps that is what is really bothering Mr. Short. 

The remainder of my comments described the rather scant 
discernible federal policy on abortion, the Tydings 

Act prohibition on abortion (which Mr. Short insists I 
am somehow trying to subvert--a most interesting irony, 
since I participated very closely in passage of this 
legislation), the importance of comprehensive family 
planning services--including abortion as a back-up 
measure--in reducing infant and maternal mortality (with 
references to the New York experience as of that date), 
and other pertinent aspects relating to abortion which 
should be considered in implementing any abortion policy. 


For the record, I would also like to emphasize 
that with adequate funds for comprehensive family planning 
information and services for all who want, but do not 
currently have access to them, we could virtually elimin- 
ate the need for abortions. I had fervently hoped that 
following the Supreme Court's decision, opponents of 
legalized abortion would begin to work with us to make 
family planning services available to all, so that 
abortions might one day not be necessary. Unfortunately, 
however, many opponents of legalized abortion have chosen 
to pursue other courses, designed to override the Supreme 
Court, rather than the far more constructive approach of 
helping to prevent unwanted pregnancies. 


I very sincerely appreciate having the opportunity 
to clarify the record. 


Cordially, / 
BOB PACKWOOD 


BP/cbb 
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Senator Cranston. There is a rollcall I have to go to. I will come 
back. We have to recess briefly while I attend to my other duties. 

[Whereupon, a brief recess was taken. ] | 

Senator CRANsTON. The hearing will please come to order. Please 
forgive the interruption and please proceed with your statement. 

Mr. Suonr. I was in the middle of giving the last of three quotes 
from Senator Packwood. This is the last quote I will refer to. He em- 
phasized that *we can talk about the welfare of maternal health when 
what we are doing is making money possible for abortion." Senator 
Packwood continuously coached them by emphasizing that Public Law 
91-572’s prohibition against abortion only said “none of the funds un- 
der this (the italic emphasis is Packwood's) title shall be used where 
abortion is a means of family planning." The challenge he offered to 
population manipulators was to use their freed funds to attack the 
various health programs such as medicaid where the traditional un- 
derstanding of the use of these funds was for life-saving and life-sup- 
porting services. He encouraged them to challenge this definition 
through the courts so that it would be redefined to allow for popula- 
tion manipulation through abortion, contraception, sterilization. This 
attempt to redirect life-saving and life-supporting programs to be life- 
preventing and life-destroying programs has been pursued diligently 
by the likes of population manipulators such as the Civil Liberties 
Union, Bill Baird, and sympathetic bureaucratic administrators with- 
in the Nassau County and New York State administrative and judi- 
cial systems. 

The major point was that they should dump the term “therapeutic 
abortion" in favor of the term *legal abortion." Naturally any group 
could work for the implementation of that which is legal and even 
more naturally at some point an elite corps of Government officials 
could at an opportune time step in and mandate that which is legal. 

Their success has been so dramatic that the mandatory use of tax 
funds by all levels of government for abortion on demand for the 
recipient of medicaid and for abortion on command by the state for 
all family planning recipients may well be the outcome of an improp- 
erly presented and improperly defended case now before the U.S. 
Supreme Court. It had its beginning in Public Law 91-572 which must 
be removed. In fact, if the Supreme Court rules in favor of tax sup- 
ported exterminative medical procedures and against the traditional 
position that medicaid exists to provide the needy with necessary life- 
saving and life supporting services then it places the recipient and 
the state in the position of requesting, requiring or receiving any and 
all types of elective surgery at will, and at taxpayers expense. The 
recipients so-called gains would be shortlived, however, for the state 
would then be in a position to effect genocide by the elimination of 
those lives considered void of value, such as the mentally retarded 
and the incurably ill or handicapped, the socially unproductive, the 
medicaid and family planning recipient, the ideological unwanted 
and then the group that you and I feel we best fit into. This case 
before the Supreme Court is commonly known as the Klein case and 
the Docket No. 72-770. I am currently in the process of attempting 
to have the Supreme Court properly address itself to the numerous 
constitutional questions involved, such as the proper use of tax money, 
the invasion of privacy, the violation of the principle of separation 
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of church and state, as well as the fact that the case the court has 
before it has been improperly and untruthfully presented and that 
the county has actually pleaded contra positions in different courts 
on the same issue. 

A case in point is the case whereby I was dismissed from my job as 
accounting executive of the Nassau County Department of Social 
Services for refusing to perform an illegal act, which refusal forced 
the county into the Alein case whereby they were put into the position 
of defending a law they were knowingly and willingly violating. Is 
it any wonder the county “lost” the A Ga case. I refused to perforin 

an illegal act, refused to violate my conscience and the dictates of my 
religious beliefs and objected to the invasion of the right of privacy 
of those who happen to be economically less fortunate than myself. My 
dismissal by Nassau County once and for all destroys the myth that 
voluntarism either exists or will be tolerated by the population manip- 
ulator. There is not voluntarism for either the recipient, the con- 
science oriented administrator or the offended taxpayer. *Brave New 
World,” 1984, “Future Shock; Big Brother and their “new speak" lan- 
age became firmly established as the legal language of our day in a 
ecision dated March 16, 1973 by Justice Harnett of the New York. 
State Supreme Court, Nassau County branch. 

A brief review of the major points in my case demonstrates quite 
clearly not only the non-existence of voluntarism in conjunction with 
legalized and tax-supported abortion, contraception and sterilization, 
but also the inevitable mandating by the State that a citizen perform 
or participate in an act contrary to his legal right, conscience and 
religious beliefs. Several issues were involved in my trial. First, the 
issue of the IUD as a family planning device. Initially the county 
claimed the IUD (Interuterine Device) was in the program and it was 
not abortive. Later after expert testimony they conceded the IUD 
was abortive and then reversed their story and claimed the IUD was 
not in the program. Finally they admitted that the IUD was in the 
program and Ais abortive which left them with the need to justifv 
this illegality. Here we find Justice Harnett a better master of science 
fiction than either Huxley or Wells for this is what Justice Harnett 
then said “while experts called by Short testified that the operational 
effect of IUD occurs after conception and the corrected disciplinary 
hearing reflected some IUD dispensing at the Family Planning Center 
there was nothing and is yet nothing, to support his (mv) contention 
that the use of the IUD is legally an abortion activity. Differences be- 
tween a medical classification and its legal counterpart often occurred 
when the societal impact of the legal characterization 1s deemed un- 
warranted, notwithstanding the accuracy of scientific technology." In 
plain language what Judge Hartnett is saving is “don’t expect me to 
clutter up my decision with the truth.? Is Public Law 91-752 provid- 
ing funding for the IUD? What is the societal impact of 91-572’s 

rogram? Are you as willing to dispense with the truths of science as 
y ustice Harnett is, Senator Cranston? 

Another point at issue was whether or not the New York State Leg- 
islature was serious when it amended its State family planning law 
by calling the bill back off the floor and reprinting it to include the 
restriction limiting funding to onlv "the prevention of pregnancy." 
“His (Short’s) interpretation of Social Services Law No. 131E (which) 
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mandated “family planning services for the prevention of pregnancy’ 
as implicitly prohibiting abortion referral has no basis." I detect quite 
& contradiction, do you not? What is your position on tax-funded abor- 
tion referrals? The same as Harnett's quote above? 

The third item under consideration by Justice Harnett was the 
effect in Nassau County of New York Court of Appeal's ruling on 
February 10, 1972, which prohibited use of medicaid for elective 
abortions and which upheld the traditional and orthodox concept that 
medicaid existed to provide the neo with life saving and life sup- 
por ng medically indicated services. The court of appeals ruling was 

ing ignored by Nassau County and abortion and abortifacient bus- 
iness continued to be financed 1 medicaid. Working his way 
out of this one took a little doing by Judge Harnett. 

Exhibits used at my administrative hearing relating to this issue 
were tampered with by the county between the time of the initial hear- 
ing and the appeal. Despite my lawyer's objection, the appeal was held 
without the exhibits which were relative to elective induced abortions 
and which had been fraudulently listed as therapeutic by the count 
and charged to medicaid funds in violation of the Court of Appeal’s 
ruling, and which have now disappeared from the package. 

Photostatic copies of similar claims are now in the ossessions of 
Nassau County District Attorney's Office, and he has decided not to 

rosecute in the hope that the Klein case will reverse traditional opin- 
1on that medicaid exists for only life saving and life supporting medi- 
cal services and the fraud committed by the population manipulators 
will be forgotten by everyone. 

Justice Harnett in ruling against me, cited the Alein case now be- 
fore the Supreme Court, an action brought after my dismissal, as jus- 
tification for my dismissal. Our legal system prior to that decision has 
always held that a person may be found innocent for refusing to obey 
an illegal law but this is the first and only case I think any of us have 
ever heard where a person has been found guilty for acting within the 
requirements of the law in effect at the time of his action. For this 
Justice Harnett deserves a second Pulitzer Prize in science fiction. He 
also opened up another question with his reference to the right of elec- 
tion, or the right to choose. In the right to choose, where does the choice 
end? Does the choice end in the decision to engage in marital relations 
or not? Does the choice end with the decision to demand tax-financed 
artificial means to frustrate the natural end to such relations? Does 
the choice end with the demand for tax money for elective abortions? 
Does the choice end with the State mandating abortion and using tax 
money to accomplish that end? Where does the choice personally end 
with you? On what do you base your decision Senator Cranston ? 

Senator Cranston. Mr. Short, I regret another roll call. I think 
this will be the last one for a while. We will recess for a short time. 
Thank you. 

Whereupon, a brief recess was taken.] 
enator Cranston. The hearing will now resume. I am happy to 
report that is probably the last roll call. If you will proceed. 

Mr. Suonr. I keep using your name quite often and I intend the 

uestions for you personally and anyone and everyone who reads 


this record, to answer these questions in conscience before voting on 
this bill. 
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I expressed my view that there was no question but that the couple 
had the right to choose whether to have relations or not, but as to tax 
supported contraception or sterilization, while I acknowledge that 
some of these costs were at the moment considered legal, they were 
nevertheless unconstitutional, for the bill providing such funding 
constituted legislation in an area in which the State was proscribed 
from legislating, violating a person's right to privacy, SEI the 
principle of the separation of church and State and violating the 
individuals right to freely exercise a right conscience in the applica- 
tion of religious beliefs and violated his right to exercise parental 
rights to control the moral upbringing of his Geert free from govern- 
ment or commercial coercion or interference. As to abortion I stated 
there was no question but that it was the unjust taking of an innocent 
human being's life. Justice Harnett's finding concerning my right to 
exercise my conscience was— 

The repeated charged references to "create life" and "destroy life" not contained 
anywhere in the social services statutes or regulations, and his (my) concluding 
statement that "someone in the county is intent on using my tax dollars to take 
the life of an unborn child" reflect indeed the intrusion of personal bias into 
official duties—there is clear evidence to support the conclusion that the 
petitioner was unable to accommodate his personal views to the duties of his 
employer. 

I detect a bit of personal bias on the judge's part, do you not, Senator 
Cranston? What 40 you think of his statement? What are the duties 
of an employee in the area of abortion, contraception, sterilization? 
Can you legislate in the area of contraception, an area of religious 
belief and teaching that affects the most private life of the citizen? 
How do you equate Judge Harnett's decision to the professed concept 
of voluntarism ? 

My position is one of total opposition to all that bill 91-752 and 
similar bills propose. I believe that recent Supreme Court rulings 
prohibit tax-supported or mandated inquiry by the State into the 
private and personal religious beliefs and practices concerning marital 
relations and intentions toward procreation because it is an area in 
which the State lacks a basis for enactment of legislation, and further 
an area in which the State lacks a basis for authorizing inquiry and 
action. and further it is an area in which the State is actually pro- 
scribed from legislating. These Supreme Court rulings apply to and 
prohibit Public Law 91-572 and all other government-sponsored 
tax-supported programs in this area. 

The U.S. Supreme Court decision rendered January 22, 1973, in 
the case of Roe v. Wade dealt with the subject of procreation and 
held that. prior to a new life beginning. the right tantamount to 
absolute privacy prevails, and that subsequent to a new life beginning 
this right to privacy becomes a qualified right, based on a compelling 
State interest. After establishing these principles. the court goes on 
to rule when and how that right to privacy is qualified. 

The Roe v. Wade decision found that the State. in the interest of 
justice. has a compelling right “in protecting fetal life" so “as to 
proscribe abortion” once life has begun. Unfortunately, a question to 
which the law has yet to properly address itself. 

The Court ruled that. all must recognize that the woman's right 
once the child's life has begun, is a “qualified right." Silence on the 
responsibilities and rights of man, all must recognize that since there 
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is nothing the father does to incur them at birth, they must commence 
from conception. 

However, the Court held that in decisions going gack as far as 1891 
the Court has recognized that prior to new life coming into existence 
& right of personal privacy or zones of privacy hold and that these are 
applicable in the areas of marital rights and procreation, and further- 
more such rights do exist under the Constitution. 

The Court funds the roots of these rights in the first, fourth, fifth, 
and ninth amendments and in the concept of liberty guaranteed by 
the first section of the 14th amendment. 

It further holds that these decisions make it clear that marital rights 
relating to procreation are personal rights, fundamental and implicit 
in the concept of ordered liberty, and protected by the guarantee of 
personal privacy. 

It further states that the basic decision of one's life respecting pro- 
creation comes within the blessings of liberty found in the preamble 
of the Constitution and that this right is so fundamental that, in order 
to support legislative action, the statute must be narrowly and pre- 
cisely drawn and that a compelling State interest must be shown in 
order to remove these rights such as protection of parental rights. ` 

Further, the Court holds that the freedom of personal choice in 
marriage, family life and procreation is one of the liberties protected 
by the due process clause and must be free from unwarranted govern- 
mental intrusion. 

Finally. the right of privacy was held to be above rational inquiry. 
was held to be the right to be left alone, the right that in a constitution 
of free people the meaning of liberty must be broad indeed, and that 
the Constitution did not even permit Congress, let alone the State, the 
general power to inquire into the private affairs of a citizen and the 
right to privacy in matters of procreation is guaranteed absolutely 
against deprivation, as the State lacks a compelling interest to make 
inquiry into the area of marital relations and procreation. (U.S. Su- 
preme Court 10-18 Roe v. Wade Jan. 22. 1973.) 

I suggest you and every member of the committee and everyone who 
is going to vote on the bill read those decisions and see if you are not 
establishing unconstitutional law. 

However, section 131-e of New York State's social service law, 
effective July 1, 1971, unconstitutionally mandates inquiry into the 
private and personal religious beliefs and practices concerning marital 
relations and procreation and as other Federal legislation such as 
Public Law 91-572 unconstitutionally uses tax dollars in a manner 
and in an area the Supreme Court just ruled the Government is pro- 
scribed from legislating. 

As to when, how. and why a recipient engages in the marriage act. 
married couples rightly hold they have a constitutionally protected 
absolute right to privacy as to any decision that the father makes to 
beget children and his wife as the mother makes to bear children. Any 
mandated discussion. orientation, or inquiry as to whether or not they 
desire so-called family-planning services is an unwarranted and un- 
constitutional interference into their private lives because the answer 
to that question requires an answer to, and reveals, when, how, and 
why they engage in the marriage act, and further such so-called tax- 
supported, family-planning services violates the separation of church 
and State and is an improper use of tax moneys. 
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The integrity of marriage and the family unit must be maintained 
and not usurped by some “new speak” redefinition of the role of gov- 
ernment. After a new life comes into existence the role of government 
comes into play. That role is the promotion and protection of justice. 
Since nothing can be more unjust than the taking of an innocent per- 
son's life at any stage of development, I oppose abortion. oppose its 
legalization, oppose the use of my tax dollars to support it and favor 
a government guarantee of the right to life, such as that proposed by 
Congressman Hogan. 

Prior to a new life coming into existence, marriage and the family 
unit are concerned with questions pertaining to marital relations and 
the generation of life and love—private questions answered by a right 
conscience in application of a person's personal religious beliefs. 
These areas are a province of the individual's church and not the state. 
] agree wholeheartedly with the Supreme Court's upholding this zone 
of privacy prior to the new life coming into existence, and whole- 
heartedly oppose any Government regulation other than protection of 
parental rights in the area of contraception and sterilization as it is 
on its face unconstitutional, and is an invasion of the right of privacy 
and is in violation of the principle of separation of church and state. 

Thank you. 

I would like the committee's answers on their consideration of these 
questions. 

Senator CRANsTON. Thank you very much. I assure you, that the 
question proposed will be very carefully considered. 

We can proceed with the hearing. 

I understand Mrs. Golden will be the next witness. 


STATEMENT OF MRS. CATHERINE GOLDEN, MEMBER, NEW YORK 
STATE'S RIGHT TO LIFE COMMITTEE, TROY, N.Y. 


Mrs. GorpEN. My name is Catherine Golden from Troy, N.Y. Thank 
you for giving me the opportunity to speak today. 

I will concentrate on three aspects which are of particular interest 
to me. 

First. as a woman and mother. 

Second, as an elected meniber and vice president of the enlarged 
school district of the city of Troy, N. Y. 

Third. as à member of New York State's Right to Life Committee. 

I speak first as à woman and mother because this bill is obviously 
nimed most directly at us—women, mothers of families. 

May I begin by saying thank you, as a woman and a mother, for 
being invited to speak. Certainly a program so all-encompassing as the 
onc vou are considering today should have a good deal of input from 
those of us most affected. So I would first recommend that every step 
along the way women and mothers be consulted, not only because of 
the programs’ obvious effects on us, but because in addition to giving 
birth and lifeto the future, we can often be counted on to give life and 
t ruth to the present. 

Therefore, I urge that active consideration be given to research in 
n2tural, drugless family planning methods that will not require sur- 
grical manipulation of people's bodies, will not require making women 
feel that their bodies are constantly vehicles to be manipulated or 
that they are solely the ones responsible for family planning. 
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Our society needs some cheap, safe, easy to understand family plan- 
ning methods which are responsive: (1) to the concept of human 
dignity as understood by men and women in our country; (2) to the 
traditions and sensibilities of black, Hispanic, Indian American and 
other minority groups; (3) to the conscience of the millions of 
Catholics, Mormons, and other religious groups who do not believe in 
artificial, chemical and mechanical means of limiting or planning 
families. Not everybody has the same body chemistry. You are all 
aware of the many “bewares” and “do not take” and “cannot be used 
by” warnings which appear on our present contraceptives. 

There is a vast group of us women, who because of our culture, our 
religious beliefs, our body chemistry or our husbands, will not, cannot, 
do not use the methods most promoted in women's magazines and in 
the majority of planning programs now in use, that is, chemical, 
mechanical, artificial methods. 

A top priority, then, is research in methods suitable to this large 
group of women. Particularly, since one of the major experts in the 
field. Dr. Christopher Tietze, associate director, biomedical division, 
the Population Council of New York has ranked one natural family 
method, temperature rhythm, in group A as highly effective and equal 
in effectiveness to the much-touted pill. (Sobrero, Aquiles J. M.D. and 
Harvey, Rosalie M. (eds.) Advances in Planned Parenthood, volume 
VI, proceedings of the eighth annual meeting of the American Asso- 
ciation of Planned Parenthood Physicians. Boston, Mass., April 8-10, 
1970. Amsterdam, N.Y., 1971). 

Some may say this is an impossible dream—safe, suitable, natural 
family planning. Or that it is too difficult. A trip to the moon was 
once an impossible dream, yet this Government was able to do it. 
Polio, malaria, TB, measles, diphtheria once meant almost automatic 
death—but modern medicine has conquered them. 

Time and time again we have proved that if Government and 
science set a priority, determine to put effort and money into a priority, 
solutions result. 

I do not believe that we women should accept a pill which does 
strange and often terrifying things to our bodies, or an IUD which 
your experts will tell you 1s spontaneously rejected in hundreds of 
cases and utterly useless for thousands. | 

So my first priority as woman and mother then is: (1) Involve us 
in the process: (2) find a natural method which will suit our needs. 

In May 1970, I was elected to the Troy, N.Y. School Board and 
made vice president in 1972. We serve a population of 70,000 in our 
city and daily attendance in our elementary and high schools runs 
about 6,000. 

You are all aware that it is a great challenge to act, responsibly, 
on behalf of the electorate. Even at the school board level, we must be 
aware that each citizen is involved. as fully as possible, in the decision- 
making that will affect his and her life. 

So I am particularly concerned, then for citizen participation, in 
family planning programs—and that these citizen groups (call them 
boards, or advisory councils, or whatever) be responsive and reflective 
of the society and community where they live. 

Once you start talking about. family planning education, then you 
are in my school, my home and my value system. It is impossible to 
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teach anything without projecting your own values or, as is so often 
unhappily the case, your no values system. 

Unless carefully monitored and responsive, at every level, family 
planning could become the big brother that would override parental 
rights and responsibilities and make no distinction between informa- 
tion and propaganda. 

Today population propaganda, and I can find no other word so 
suitable, often works against us mothers and fathers. Population 
propaganda has a tendency to equate the woman like a butterfly, 
dissect and destroy her role in creating human life and equate human 
sexuality and sexual experience with an amusement park. 

So I urge that families be involved in family planning programs, 
not a peer oriented programming which treats sexuality as so much 
mechanical expertise. 

To do this citizens at every level must be involved. Therefore I urge 
that either special citizens boards or already elected local units, such as 
town or county government or area or local school boards, be directly 
involved in reviewing, recommending, and monitoring these “informa- 
tion" programs. 

I firmly believe in citizen participation. This hearing itself is evid- 
ence enough that you, Senator, believe in it also. But it is not in the 
bill as I read it—except at the national level with the advisory coun- 
cil who are to be consulted on a continuing and regular basis in the 
administering of this title. 

This is excellent but it does not go far enough. Nor is it enough to 
offer “substantial opportunities” for “low income persons served” to 
participate in the decisionmaking process of such projects or pro- 
grams.” This could be a mere questionnaire being filled out by a 
recipient. 

No programs of this nature will be different in urban areas, farm 
areas. There is already mounting complaint from those labeled by 
society as *poor" that their lives are being more and more controlled 
from above. 

I know for a fact that our school board would resent strongly any 
attempt by federally funded experts to teach family planning in our 
schools, without consultation and involvement on our part. And I 
know further that the people of Troy, to whom I am responsible, would 
resent even the school board imposing some such program on them 
without the direct involvement of parents and teachers in the planning 
and programing. 

So my second priority as an elected representative of the people of 
Troy. N.Y.. charged with being responsible for public education for 
both children and adults in our community is to unequivocally state 
the absolute necessity of involving local groups in the planning and 
preparation of any educational materials either for use by adults or 
children in the area of family planning. 

Finally there is section 1008. As a charter member of New York's 
Right to Life Organization, I am happy to see this statement in the 
bill: 

None of the funds appropriated under this title shall be used in programs 
where abortion is a method of family planning. 

I am pleased because as a woman. abortion to me is a horror. It is 
one of the easiest ways for men to get out of a problem. It is not a help 
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to women but a degrading, deadening, destructive act which treats 
women as a toy and their offspring as objects to be used if needed, 
destroyed if not. 

With abortion we are building ourselves up for one mess of prob- 
lems in the next generation due to the mass slaughter taking place 
now, particularly in New York, but soon all over the country. 

More and more we hear that abortion is being promoted as a “backup 
to contraceptive failure.” 

Abortion is just another way of using women’s bodies and as a 
woman I resent it as demeaning, degrading, defeating. 

It defeats what this country is and what it stands for: dignity of the 
individual, responsibility for our acts, concern for the helpless. 

I would urge then, that not only abortion, but all the aspects of the 
“abortion mentality” be excluded from any legislation: menstral 
extraction, abortion counseling, human fetal experimentation, de- 
gradation of the poor, compulsory sterilization, to name a few. 

The value of human life must be at the heart of any program of 
planning for human life, and family planning is exactly that. The 
family, whether large or small, should be looked upon as a plus 
for our society, particularly in a time when our Government statistics 
show our society is growing older and older. 

The young, then, as always are our gift and participation in the fu- 
ture. And we must be very careful of how we treat them. We must also 
be aware that we do not become a society which determines by Govern- 
ment fiat who shall live and who shall die. 

I fear that often those who are called “liberal” are the most *il- 
liberal” of all when they insist that only this number of people, this 
quality of people shall be permitted to live in our society. 

I believe I am liberal when I want equality for all, rich and poor, 
educated and educable, black, white, brown. yellow, red or whatever. 

A truly liberal program will take into account all these things and 
provide a positive, value-oriented vision for the future. 

Millions of us who share these concepts are well used to what has 
often become a less than honest reaction to our beliefs and views: the 
subtle snicker, the pessimistic sneer, the wry and patronizing grin, 
the shouting outcry that screams “you do not know what you are talk- 
ing about.” and then proceeds to action completely ignoring the exist- 
ence, not to mention the concerns, of people who are deeply committed 
to their values. 

It seems to me that in considering family planning and population 
in general, issues so intimately connected with individual people, and 
affecting the future of all those individuals and now nameless indi- 
viduals still to come, or not to come, that all aspects of the sensitive 
matter must be considered. Especially must all sides be considered 
when Government monev, provided by all the neople, is the back- 
ground making any action programs in family planning and popula- 
tion science possible. 

Sometimes the difficult questions which are sidetracked because they 
demand too much monev or time—things like an effective and natural 
family planning method or the belief that ordinary people are cap- 
able of considering and keeping in mind not only their own future 
but. those of their fellows and of acting accordinglv—sometimes these 
difficult questions have solutions so near and so simple that they are 
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overlooked. Yet, let us not overlook the possibility that these very 
solutions may, in fact, be those which distinguish people with dignity 
and freedom, the kind of people our Nation professes to serve, from 
those without it. 

I am one of those who believes this very strongly. And like millions 
of others of similar beliefs, I am not willing to settle for the subtle 
snicker, the pessimistic sneer, the wry and F grin, the im- 
polite scream down. I want action that will respond to the needs of 
American men, and women all across this land. I would look for hard 
work, for complete scientific open mindedness in any Government pro- 
grams pertaining to family planning and population science. 

The best is the only thing good enough. We demand it. We can settle 
for nothing less. And you can believe that I and others like me are 
aware and will insist on participation every step of the way. Thank 


you. 

Senator Cranston. Thank you, very, very much, Mrs. Golden. 
We will now hear from Mrs. Terry Siller, secretary, Nassau County 
Chapter, New York, Women for the Unborn. 


STATEMENT OF MRS. THERESE D. SILLER, SECRETARY, NASSAU 
COUNTY CHAPTER, WOMEN FOR THE UNBORN 


Mrs. SıLLER. My name is Therese Siller, and I am here today repre- 
senting Women for the Unborn. I would like to begin by expressing 
my appreciation to the committee for giving our organization the op- 
portunity to testify. 

I wish to preface my remarks by stating that due to short notice 
of this hearing, I was unable to distribute my testimony to the mem- 
bers of Women for the Unborn. However, I proceed believing that my 
statement will represent the sentiments of the nucleus of our orga- 
nization. 

In all the time allotted to me today, I thought I would focus on one 
question. It is a question that came to me as I read Senator Cranston's 
Opening remarks in the Congressional Record of Thursday, May 3, 
1973: 

** * * the original passage of the Family Planning Services and 
Population Research Act of 1970 (Public Law 91-572) was the cul- 
mination of years of effort on the part of many groups and individuals 
to make family planning services available to all those who wanted 
but could not afford them, as well as to improve our knowledge in the 
field of human reproduction and population dvnamics so that each 
individual family could determine its size by choice rather than by 
force of circumstances.” 

Later in his statement, Senator Cranston savs: 

** * * to date, we have not made enough headwav in the research 
field. Today there is as yet no completely safe and effective means of 
contraception available to any woman, rich or poor. Research is ur- 
gently needed to develop a means of voluntarv control of reproduction. 
There is much scientific opinion that the technology is there to make 
this breakthrough if adequate funding is provided.” 

In addition, Mr. Cranston refers in several places to the “women 
who want family planning services. but are unable to afford them.” 

These statements pose considerable confusion to me in view of the 
information now available on Dr. John Billines’ ovulation method of 
regulating the size of one’s family. The ovulation method is the break- 
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through for which we have been hoping. Utterly safe and effective, 
completely natural, the ovulation method is the means that can give 
“each individual family” the freedom to “determine its size by choice 
rather than by force of circumstances.” 

The expressed need for large budgets to educate women for family 
planning no longer really exists. The ovulation method is simple, needs 
no com eege instructions, and could easily be explained to the public 
through existing agencies and media. 

It seems to me that the risky business of promoting artificial means 
of contraception should cease completely at this point. The pill, coil, 
etc., must not be administered to women, regardless of their effects on 
& woman's physical and psychological health. 

The final paragraph of bill, S. 1708, reads as follows: 

“Such grants or contracts shall, wherever feasible, include provision 
and funding for consideration of the relation of population to the 
total human environment." 

One student of ecology put it— 
just as pesticides cun break down the environment by killing fish 
and aquatic plants, so can birth-control instruments break down the 
environment by causing harmful physical and psychological effects 1n 
women. : 

Have we forgotten that we humans are part of nature? That we 
too must conform in harmony to natural laws? Or destroy ourselves 
in our defiance? 

To continue spending exorbitant amounts of taxpayers! moneys to 
promote artificial contraceptive devices while we supposedly seek 
something that is already found, would be a farce and a scandal at 
this time. 

It reminds me of something that Malcolm Muggeridge, the well- 
known English journalist and social critic, once said: 

4 * * * when I was young. people used to say the poor had too many 
children. Or, at the time of the famine in Ireland, they would say 
that the Irish had too many children. We were taking the food from 
Ireland, and the Irish were starving. and we said they were starving 
because they had too many children. Now we who are sated, who have 
to adopt the most extravagant and ridiculous devices to consume what 
we produce, while watching whole. vast populations getting hungrier 
and hungrier, overcome our feelings of guilt by persuading our- 
selves that these others are too numerous, have too many children. 
They ask for bread and we give them contraceptives! In future his- 
tory books it will be said, and it will be a very ignoble entry, that 
just at the moment in our history when we. through our scientific and 
technical ingenuity, could produce virtually as much food as we want- 
ed to, just when we were opening up and exploring the universe, we 
set up a great whimpering and wailing. and said there were too many 
people in the world." 

Might we add to the remarks of Mr. Muggeridge. that just at the 
moment in our history when our scientific and technical ingenuity 
provided the solution to the problem of family planning, we failed to 
recognize that solution when it was presented to us? 

Tf this is possible. it could be onlv so as the result of a strange 
malady that. is sometimes called “tunnel vision"—a common symptom 
of too much specialization. (that specialization that is one of our 
strengths but is also one of our weaknesses.) 
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(Perhaps, now we will set up a commission to study “tunnel vision.” 
That would be fine, for the correction of “tunnel vision” is true per- 
spective and proper proportion, and to achieve true perspective and 
proper proportion, the end and the means would be the same: new 
channels of communication that would bring people together in a 
personal way to exchange maximum information with maximum hon- 
esty for the benefit of all people in every community.) 

Returning to my subject, I trust that we will not fall into this 
trap—this “tunnel vision.” I hope that Dr. John Billings who has re- 
searched the ovulation method, has already appeared before this com- 
mittee, or if he has not, that he certainly will be invited to do so. I 
brought with me today a copy of Dr. Billings book, “The Ovulation 
Method,” American edition, copyrighted in 1972. I wish to submit it 
as my full testimony toward which this statement is directed. 

In conclusion, let me quote the pertinent words of Gilbert Chester- 
ton, which seem pertinent at this time: 

“Let us assume that there are 10 little boys whom you wish to pro- 
vide with tophats and you find that there are 8 tophats. To a sim- 
pie mind it would seem not impossible to make two more hats; to 

nd out whose business it is to make hats; to punish anybody who has 
promised hats and failed to provide hats. The modern mind says that 
1f xe only cut off the heads of two of the little boys they will not want 
hats and then the hats will exactly go around.” 

May God grant us that simplicity of mind that will provide us with 
the vision to make enough hats in lieu of cutting off heads—and may 
we always strive to use our science and technology to advance the 
cause of freedom and truth in love and harmony—a true family plan 
for the family of man on this earth. 

I thank you again for your kind invitation to appear, and for every 
courtesy you have shown to me. I also wish to acknowledge the courtesy 
of Mr. Weiss in Congressman Lent's office in Baldwin, Long Island. 
Thanks to his cooperation, I was able to secure a copy of the proposed 
bill, S. 1708 in time to study it carefully. Thank you. 

Senator CRANsTON. Thank you very, very much for that testimony 
that I know is very deeply felt by you. In regard to your request that 
the book by Dr. Billings be in the record, may we receive the book for 
the committee files and make it available to all members of the com- 
mittee without necessarily printing it? The only problem is the cost, 
and I am not sure how long it is. We have some limitations on how 
much we are able to print in the record. 

Mrs. SiLLER. I would probably be more correct in calling it a book- 
let. 

Senator Cranston. How many pages? 

Mrs. SILLER. A hundred pages. 

Senator Cranston. Could you designate the portions that you were 
most interested in having in the record, and we certainly could include 
those subsequent to vour testimony. 

Mrs. SıLLER. I could do that, but I would have to check it first. 

Senator Cranston. I would appreciate it if you would do that. But 
we will have the entire book available for study then by our committee 
members. 

Mrs. SiLLER. I can indicate the portions of the book that I would like 
to make part of my testimony. 

[ The information referred to, subsequently supplied for the record, 
follows:] 


98-030 O 77 15 


220 


THE OVULATION MET 


This chart is to help pick the beginning of the mucus and to 
trace its progress. The cycle will not necessarily follow the 


exact pattern or iength of days indicated here. The illustration 
is merely a guide. 


A sentation or feeling of dryness 
around !he genital area. The number 
of such days may vary in each cycle 
They may be many in a long cycle 
but few. if any. in a short cycle 


The end of the dry sensation. meens 
that the mucus has begun. H no dry 


days occur following menstruation 
the mucus has already begun. 


for 
a day or two at the peak of the 
symp and produces a deim- 


Days 1. 2 and 3 after the Pesk se 
not safe. 


e^ 


The length of time between the Peak 
of the mucus and the onset of the 
next menstruation is about two weeks. 


The late safe days begin on the 4th 
Day after the Peak. if any mucus 


occurs from now On, it will be cloudy. 


A NATURAL METHOD OF ACHIEVING OR AVOIDING PREGNANCY, 


WHICH IS HARMLESS, RELIABLE AND MORALLY ACCEPTABLE. 
NO MEDICATION OF ANY KIND IS NECESSARY. 


Copyright © 1972 by the Department of Health and Kespitols of the Archdiceses of Les Angales, 1480 W. Ninth Strect, Les Angeles, Callferie 90015 
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Additions To Be Added to the Testimony of Therese D. Siller 


Following are excerpts from “The Ovulation Method" by Dr. John Billings, selected by me 
at che suggestion of Senator Cranston. While most of this material consists of direct quotations 
from the book, 1 would, in some cases, like to summarize his thoughts in my own words, 

With the excerpts and my commentary, I include a special article, “A Trial Of The Ovulation 
Method Of Family Planning In Tonga" better known as the “Tonga Report." It describes the 
successful results of the ovulation method in a comparatively primitive society in Asia. I leave 
to the discretion of the Committee whether to include the Report here with my Testimony, 
ar, if space does not allow, to place it in the reference file along with Dr. Billings’ book. 
Requests for reprints of the report can be addressed to J. J. B., St. Vincent's Hospital, 
Victoria Parade, Melbourne 3065, Australia. 

In his opening chapter, Dr. Billings places his discussion of the Ovulation Method in a 
cultural context. He discusses serious reasons for using only natural means of regulating birth, 
emphasizing a marricd couple’s relationship to God, our Creator, and their need to “ 
maintain their close collaboration with God by never frustrating the creative power which may 
exist within the act (of intercourse) at any particular time.” (p. 14) 

Because we have a mixture of so many different cultures in our country, I am afraid that 
people with different backgrounds may communicate their understanding of our "Creator" or 
“God” in different terms, and thereby may fail to grasp the significance of Dr. Billings’ viewpoint. 

Hoping that I am not being presumptuous, and anxious to have the doctor understood by 
people from other cultures than his own, I would like to comment bricfly on his opening 
chapter. ` 

The science of cybernetics tells us that the human mind can only perceive what the 
imagination can conccive. Unless we can get a mental picture of an idea, we may not easily 
grasp that idea. In a discussion of Cod“, an invisible or spiritual idea, how is it possible to 
create a mental picture or image? How can we sce with our mind's eye what we cannot see 
with our bodily eyes? One way that has helped me as it has others, is the use of symbols, 
analogies, etc. that can enable us to relate the unfamiliar to the familiar. 

Why is this important? In this age of mass advertising, we all are aware of the power of 
the mage — the mental picture that we have of a given person or thing. /mages are used to 
sell products, to sell politicians, to sell ideas. However, it is good for us to remember that 
our imaginations can be tricky things. They can fool us. They can delude us by creating 
false images in our minds. Many bclieve, and 1 would agree with them, that this has been 
one of the primary reasons why thc idea of abortion-on-demand has been successfully sold 
m our country. The terminology that is used in discussions on abortion does not create a 


dear mental picture or image of the reality of abortion. The "products of conception" does 
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‘not bring to mind a picture of a “baby”. The “termination of pregnancy" does not create a 

mental picture of violent distruction to a tiny human life. A "fetus" often brings to mind a 
blob of tissue, some blood and cells. “Fetus” is a Latin word, as are many medical terms, and 
translated, it simply means young one" or offspring“. However, the layman who neither knows 
this, nor sees the baby hidden in the womb, can be fooled — so seriously fooled that today we 
have legalized an act which might repulse many people had they a clear mental picture of the 
reality of “abortion”. 

With this in mind, please allow me to share the insights that help me to bring my mental 
images into focus. 

Dr. Billings begins his book by speaking about “God” and our relationship to Him. However, 
in our society today, many will say that they no longer believe in a living “God”, and may 
dismiss and reject without deep thought, the most serious reasons for the use of natural 
methods of birth regulation. 

"God?" some say. “No - 1 don't believe in God." But a “Life Force"? Yes! A “Creative 
Energy"? Yes! "Love"? Yes! A "Creative Potential"? d. "Power for Goodness”? Yes! 

Let us remember that all of these are valid words for expressing the same idea. All of these 
are other names for God“. Which ever is our choice, let us understand that the life-giving force 
or energy that anímates all of creation including humans, is the generating power that some call 
"God" — the power that all of us depend upon to sustain our lives. 

Although | have never spoken to Dr. Billings, I believe that this is what he wishes to convey 
when he refers to close collaboration with God". “Life-giving energy" — “Humanizing Love" 
— are other names for “God” — the All in All. 

Think of electricity. Electricity is everywhere even though it is not always visible. But 
electricity can be harnessed, and in so being, it can be made “visible”. We can see its power, 
feel its heat, see and feel its light. It can be carried into my house in a container — in a 220 
line. Inside my house, it demonstrates itself. It “lights up” as it were, in countless ways — 
in my electric lights, in my radio, in my television — in my toaster, in my dishwasher, in my 
vacuum cleaner — in my stove, in my refrigerator, in my furnace. We may not see the 
electricity itself, but we know that it is present because we "see" the power, the heat, the 


light that it generates. t 
"God" is like that. Like electricity, "God", the Life force, is everywhere. As 
spirit, we can not see God because spirit is invisible. But spirit manifests itself, 
demonstrates itself, "lights up" as it were, in each and every person _ in human con- 
tainers - in John, in Mary, in Joseph. Just as electricity flows into, lights up, and 
animates my appliances, the Life Force flows into, lights up and animates us. Just as 
each different appliance demonstrates a different aspect of electricity - its power, 
heat, and light - each human"appliance" or instrument“ demonstrates a different &spect 
of the spirit of Life - God's power, his love, his light or intelligence, Depending e 
the body to which "Life" is fused, a different creative power or talent is demonstrata. 
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Think of a rainbow. Light as energy is not matter. But fused to and crystallized through a 
any drop of water, light reveals its parts“. All the colors of the rainbow become evident. 
Light materializes and takes on? parts" Think of sunlight shining on a field of crusted snow. 
Think of stars twinkling in a velvet sky. Light demonstrates itself. It glistens. It sparkles. 

* Just as every star lights the sky by night, we light the carth by day. 

The symbols that we can use are endless, for all of creation is a projection and reflection 
of "Light" which is still another name for “God”, — the "Light of the world". Hawever, 
unless we "see" with our mind's cye that body and spirit are fused or united — that the Life 
is in the spirit — that the spirit is animating the body — we may never seriously ponder what 
our relationship is to that “animating force”. 

One of my daughters once had a severe toothache. When she went to the dentist, his first 
examination baffled him because her tooth looked perfect on the outside. After X-Rays, 
however, he discovered the source of the problem. At the time of its formation, the top 
surfaces of the tooth had never quite fused. At the very center, where the points of the 
crown should unite and fuse, a minute, almost infinitisimally small hole had allowed particles 
of food to enter. As a result, the inside of her tooth was completely decayed — close to 
exposing the nerve. 

It seems to me that we run a similar risk. If union or fusion of body and spirit are not 
recognized, the lack of that very small link could cause widespread decay in our society. 

By using our freedom to destroy life or block the Creative Power from creating life, we 

can diminish the overall creative force and change the balanced tension that should exist 

in our world. Each of our actions affect that tension for the spiritual forces that animate 
us run through each of us and all of creation like an invisible thread. To consider the 

laws of nature (the laws of God“) is to recognize our relationships to our Creator, our 
fellow man, ourselves, and all of nature. It would behoove us, l think, to pondeg on those 
relationships, realizing that each of us as a part of the whole ae dependent and, inter- 
dependent. Distinct and unique because our bodies are as different as the appliances ih my 
home, we nevertheless, are dependent on each other's creative use of power and freedom. 
If more and more of us abuse that freedom, use our power to diminish creative love (God) 
— shut out the energizing Light and humanizing Love that is available to us, how very dark 
our world shall be. 

It is my sincere hope and prayer that we in America shall strive in every way to polarize — 
to bring into one line — the light of science and the light of faith, for our spiritual environ- 
ment of faith can not long be isolated from CS physical environment of science. Should 
science or religion move separately, one apart from the other — cach would most certainly 
become irrelevant and dehumanizing, for each would fail to consider the whole man, body 
and spirit — the needs of a starving spirit as well as the needs of a starving body. One author 
put it better than | can when he said. Not to know what an angel is is a misfortune; not to 


know what a man is threatens sanity.” (Frank Sheed in “Theology and Sanity"; Sheed & Ward, 
1946) 
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Excerpts from “The Ovulation Method" 
by Dr. John Billings 


* The natural method of the regulation of birth depends upon the biological fact that women 
arc at most times infertile throughout the whole period of their reproductive lives. Fertile days, 
when conceptión is possible, are less numerous than the days of infertility when it is impossible 
for an act of intercourse to cause conception. (p. 24) 

"Fertility depends upon ovulation and the time of ovulation determines the disposition of the 
fertile and infertile days of cach menstrual cycle. The Ovulation Method is so called to direct 
attention to the basic fact that success in the use of a natural method depends upon the 
recognition of the approach of ovulation and of the occurrence of ovulation; this will always ` 
be so whatever technique is used for this recognition of ovulation. (p. 24) 

“The Ovulation Method does not require the administration of drugs, it does not require 
regularity of ovulation nor regularity of the menstrual cycles, and it is universally applicable. (p. 24) 

“The essential ingredient of the Ovulation Method is the study of the cervical mucus 
pattern.” (p. 24) “Every time a woman ovulates she will have a recognisable mucus pattern.” 

(p. 25) 

“In a menstrual cycle of average length, the woman observes no vaginal loss for a variable number 
of days after the period has ended; these are the “dry days". The interior of the vagina is always 
moist, but if there is no loss of any kind the external parts will be dry, and this sensation of 
dryness is able to be appreciated. The commencement of the mucus is recognized by the dis- 
appearance of the sensation of dryness. Within a day or two the amount of mucus increases, so 
that it now becomes visible, and the mucus proceeds to alter in its appearance and in the sensation 
it produces by its presence as the time of ovulation approaches. Close to ovulation, the mucus 
becomes clear and slippery, and stretches without breaking, (the Peak Symptom). (pp. 25-26) 

“The ‘Peak Symptom’, the egg-white ovulatory mucus, is the most precise of the natural 
indications of the time of ovulation. The safe days after ovulation commence on the fourth day 
past the peak symptom. This peak symptom is the easy landmark in the cycle for all women.” 

(p. 26) 
(A) “mucus identification chart is a composite diagram which will help the woman to inter- 
pret her own symptom correctly. It illustrates the usual sequence to be observed, thus: 
(1) Following the cessation of the menstrual period there is no loss of any ‘kind. These 
are the “dry days”. 
(2) The mucus commences. Even if little mucus is present it is recognized by contrast 
with the dry days. In many cases, an obvious plug of yellow, white, or cloudy mucus 
is observed, of a rather claggy consistency. 
(3) The mucus becomes morc transparent, like cgg-white, with a smooth slippery character. 


It is also like egg white in being stringy which means that it will stretch without breaking, 
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As thé peak of fertility is reached, the mucus develops a distinctly lubricative quality, 
which can be recognized even if the amount of mucus is too small to be seen. 

(4) Following ovulation the mucus may again become cloudy, white or yellow and 
slightly uncomfortable from its tacky consistency, and may then cease altogether." 
(p. 36) 

"Almost all women recognise the cervical mucus pattern after the first simple instruction. 
The remainder will learn to avail themselves of the information provided by the mucus, if 
they will keep a daily record of the observations for one or two cycles . . . simple observa- 
dons which every woman can make after a little instruction, especially instruction by 
another woman." (p. 25) 

There. are percentages published and circulated, particularly by the purveyors of contra- ` 
ccptive drugs and devices, concerning the unreliability of the safe period as a method of 
regulation of births. The so-called “failures” never seem to be studied to determine why the 
breakdown occurred. Tlicre is no statement in many cases as to the method the couple were 
using. If it were the Rhythm Method, for example, it is not made clear whether the formula 
the couple followed corresponded to the cyclic variations, or indeed whether they were 
using a medical formula at all. There are no questions asked whether there may have been 
intimate sexual contact during the fertile days, whether acts of interrupted intercourse may 
have occurred, or intercourse using artificial contraceptives; yet in any of these ways conception 
could have occurred. Furthermore, the advice of the doctors themselves is never queried, 
although in this field it may be wide of the mark. Sometimes, too, the doctor has given the 
correct information but the couple has misunderstood it. Many of the success-rate or 
failure-rate statistics given by persons who consider themselves experts on Family Planning, 
including the natural method, reveal that they do not even know the difference between the 
Rhythm Method, the Temperature Method and the Ovulation Method." (p. 62) 

“The Rhythm Method is fundamentally different from the Ovulation Method, because the 
Rhythm Method studied the dates of the menstrual periods, and, by calculations based on the 
variations in the length of the menstrual cycles, attempted to predict the time of ovulation. 
The Temperature Method is better than the Rhythm Method because it does give information 
about the occurrence of ovulation and the end of the cycle. However, the Temperature Method 
gves no indication of fertility or infertility ahead of ovulation, so that on its own it is useless 
m anovular cycles, and only of little help when there is a long wait for ovulation to occur, 
e.g. after childbirth, in long, irregular cycles etc.“ (p. 24) 

“The Ovulation Method eliminates the difficulties and weaknesses of both the Rhythm Method 
and the Temperature Method. It is not concerned with the length of menstrual cycles, not 
their regularity, nor with counting days from the time of the period; it is concerned only with 
the current cycle, and determines cach day, from the reliable natural indications, whether the 


day is infertile or possible fertile.” (p. 24) 
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"It is evident that if intercourse is avoided at and around the time of ovulation, conception 
cannot occur. . . (and) the successful application of the natural method depends upon one 
essential point. . . the time of ovulation . . ." (p. 20) “The detail of the Ovulation Method 
does not prove difficult to understand or remember; . . . most of it is mere commonsense.” 
(p. 62) 

*. . . many people are still pre- occupied with a search for a method of regulating the men- 
strual cycles or more particularly of regulating ovulation . . . By using a method of ovulation 
detection, such as the Ovulation Method, the problem of irregularity is disposed of; if ovulation 
can be identificd, it makes no difference at all whether it occurs regularly or not.” (pp. 62-63) 

“Ie is temarkable fact that the contraceptive pills once had the reputation of being able to 
overcome irregularity of the menstrual cycles. The reputation was entirely without foundation. 
The idea of regulating the cycles with the contraceptive pills was possible fostered by the 
regular withdfawal bleeding" which is imposed on most women taking the pills in imitation 
of regular menstruation. Once the pills are discontinued and true menstruation returns, the 
cycles tend to exhibit their previous pattern. In some cases there has been even more marked 
irregularity than previously, or irregularity appears where there was none before. Not only does 
the Ovulation Method not require regularity of the cycles, but the application of the Ovulation 
Method is delayed by the use of the contraceptive pills, as they either suppress ovulation or 
mask its signs." (p. 63) | 

(In Chapter V, Dr. Billings outlines other fertility symptoms as well as the mucus symptoms, 
pp. 32-40, abdominal pain, inter-menstrual “bleeding” or "spotting", and bearing down pains.) 

“There are various other indications of the chemical changes taking place at about the time 
of ovulation, e.g. greater energy, oiliness of the hair, a tendency of the wedding ring to stain 
the skin etc. Such symptoms may have value for individuals, but should be checked against 
the more certain indications of ovulation before being accepted. 

“In some women sexual interest is more noticeable at about the time of ovulation, and may 
then be accepted as an additional useful indication of the fertile time. Increase in sexual inclina- 
tion which is likely to have a chemical basis may also be noticed during infertile days as well, 
for example, towards the end of the menstrual period or about midway between ovulation and 
the next menstrual period; fluctuations in sexual desire cannot therefore be regarded as a . 
reliable indication of fertility. One hears objection to the avoidance of intercourse at the fertile 
time on the ground that this prevents a display of affection at the most attractive time of the 
cycle. If this objection had much validity it would hold even more strongly against the contra- 
ceptive pills, because the pills not only deprive a woman of ovulation, but also lessen the 
normal hormonal chemical changes of ovulation which provide the physical basis of an increased 
desire for intercourse." (p. 40) 


"In the early years of marriage, emotional adjustment may be assisted when a strong physical 
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inclination helps to overcome emotional shyness and reserve. It is not difficult to understand 
why an internal chemical stimulation of sexual interest should occur on the days of maximum 
fertility as well as at other times; in some marriages the combination of low fertility and 
infrequency of intercourse would result in childlessness unless some natural phenomenon 
promoted the occurrence of intercourse at the peak of fertility. As the partners mature in 
their love with the passing years and the growth of their family, the physical act of intercourse 
comes more and more to express and nourish the love of the husband and wife for each other, 
and the inclination for intercourse to be determined by the desire of each to serve the 
happiness of the other and the good of the family. Periodic restraint of the desire for physical 
sclf-gratification now not only intensifies the delight of intercourse subsequently, but makes the 
act more truly expressive of this unsclfish love. A generous abstinence from intercourse for the 
sake of the other though desire be strong has a beneficial effect on the marriage, preserving, 
strengthening and deepening the conjugal love. In some marriages the refreshment provided by 
this self-denial is not merely beneficial, it is an indispensable condition for peace and happiness. 

“Those persons who are experienced in marriage counsclling may have already learned the 
wisdom of advising some married couples to avoid intercourse at the time of maximal physical 
inclination for the time being, in order that they can really learn to love and not be deceived 
into believing that a more superficial sexual excitement is the greatest happiness attainable. When 
the desire for physical union comes to be stimulated by the happiness of two people sharing their 
whole lives rather than by the woman's internal secretions, there exists an important prerequisite 
for the enjoyment of intercourse in the years beyond the menopause, when loving will have 
little hormonal support. d 

"A wise wife learns that her husband's fluctuations of desire for intercourse are often deter- 
mined by her attractiveness and loving invitations, to which he will immediately respond. 1f she 
will make a little effort for him, he will respond just as much at one time as at another. With her 
anxiety relieved by the security of the late safe days" provided by the Ovulation Method she 
and her husband can find delight in their love beyond any level that a hormonal peak could 
have helped her to enjoy. When the act is to express the conjugal love, little wonder that 
love should provide the inclination and that at the time of greatest love the greatest happiness 
is achieved." (pp. 40-41) ‘ 

l TEACHING THE OVULATION METHOD (p. 33) 

“Experience has shown that women identify and teach the intimate and delicate details of 
the natural indications of fertility and infertility much better than do male doctors. Women 
who have developed the necessary confidence by using the Ovulation Method themselves, or 
supervising groups of other women using the Ovulation Method, are the best teachers of all, 
whether they have had any medical training or not. Not all women, of course, have the aptitude 
and enthusiasm to become good teachers, but there is tremendous scope for dissemination of 


the necessary information from one woman to another." (p. 53) 
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Special Article 


* 
A TRIAL OF THE OVULATION METHOD 
OF FAMILY PLANNING IN TONGA 


Sister M. CosMAS WEISSMANN 
Catholic missionary order of Marist nuns, Tonga 
LroPrNO FOLIAKI 
General Hospital, Tonga 


EVELYN L. BILLINGs JoHN J. BILLINGS 
Family Planning Clinic, St. Vincent's Hospital, 
: . , Melbourne, Australia 


In the ovulation method the woman 
Summary gefines the fertile and infertile days of 
ber menstrual cycle by interpreting the cervical-mucus 
pattern. Clinical studies have shown that in all 
women the occurrence of fertility is accompanied by a 
characteristic mucous secretion, which allows the 
woman to recognise the days when conception is 
likely. This information provides a “natural” 
method of farpily planning, and a trial of its potential 
value was undertaken in a Pacific Island community. 
The method proved to be both acceptable and success- 
ful. Altogether 282 women used the ovulation method 
for a total of 2503 months, with one case of method 
failure and two cases of user failure. 


Introduction 


‘THs ovulation method i was developed to overcome 
the weaknesses of the rhythm method and the tem- 
perature method. The ovulation method is based on 
the known association in animals and humans of a 
characteristic type of cervical mucus, and usually an 
actual mucous discharge, at about the time of ovu- 
lation; it involves the instruction of women in the 
accurste interpretation of a symptom with which they 
are already quite familiar. The ability of women to 

ise this symptom has already been assessed.“ 
We found that even unintelligent and uneducated 
women were able to use the method successfully, 
either to avoid or to achieve pregnancy. 

Doubts have been expressed about the probable 
success of a method of family planning which demands 
periodic abstinence in a primitive community. 
An opportunity to undertake a trial of the method in 
Tonga presented itself in 1970 when M. C. W. 
visited Melbourne, after many years’ experience as a 
teacher and a nurse in Tonga, during which time she 
had become fluent in the native tongue. 


Tonga seemed to be 9 suitable area for a clinical trial of 
the ovulation method. The people are Polynesian, gentle, 
friendly, and easy-going in their outlook. Very few women 
are aware of the length of their menstrual cycles. The 
practice of coitus interruptus is common, there is a general 
lack of motivation to limit the family's size despite poverty, 
and & consequent tendency to resist the application of 
methods involving continuing supervision and personal 
effort, whatever claims for success are made in their 

The total population of the Tongan Kingdom is about 
90,000 people, scattered over a total of 150 islands which 
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cover an area of 250 square miles. The economy is wholly 
dependent upon agricultural products, and diet contains 
a large amount of carbohydrate. Only one person in 
five is gainfully employed, but most people have enough 
to eat, Primary-school education is compulsory and some 
medical services are free. European civilisaton bas made 
some impact on the inhabitants, but the majority are still 
rather unsophisticated, generally having difficulty in 
sustaining attempts at material advancement. 

Instruction in family planning involved extensive travel 
around the islands by car, bicycle, and boat. In many 
areas only occasional visits were possible, separated by 
intervals of months. This necessitated taking up residence 
in various localities until a proper understanding of the 
method had been reached. The acceptance of the method 
was a voluntary decision made by both husband and wife. 
They were free to learn the method, to use it at once or 
later if they wished, and they were promised assistance 
whenever it was required, on the understanding that they 
would always be free to abandon the method and to return 
to it again. " 

The usual technique was to gather the women and their 
husbands together on a Sunday evening and to outline the 
method. The need for the couple's mutual cooperation in 
avoiding sexual contact when the mucus indicated possible 
fertility was emphasised. It has proved a considerabie 
advantage to instruct the men, not only for the individual 
couple, but also because the men help to spread the in- 
formation to other couples in their villages. People of 
advanced cultures have suggested that men living in 
miore primitive communities will not tolerate sexual 
restraint. Our experience has shown this to be false, both 
by the ready acceptance of the husbands of a period of 
continence and by the abandonment of be habit of coitus 
interruptus in the vast majority instructed. There was strong 
male cooperation despite the relaxed life of the island, 
which would not be regarded as «onducive to sexual 
restraint. The strong motivation of women who used the 
method successfully was partly the result of their husbands’ 
insistence that they cooperate with the teacher. 

On the following morning the women attended for more 
detailed instruction, when there was free discussion of the 
details of the mucus symptom. Some general instrucuoa 
on anatomy and physiolcgy was provided, with an ex- 
planation of ovulation and its occurrence approximately 
two weeks before the next menstrual period. It was 
explained that, unlike the rhythm method, the ovulation 
method does not require regular menstrual cycles, nor the 
keeping of a calendar. The phases of the menstrual cycle 
were outlined—the menstrual period, the “ dry days, 
and the mucus days. The change in the physical charac- 
teristics of the mucus close to ovulation was descrioed in 
detail, the appearance of clear or stretchy or slippery 
mucus being the retiable indication of fertility. Emphasis 
was placed on beth the appearance of the mucus and the 
lubricative sensation produced by this fertile mucus— 
the “peak” symptom which the women find easy to 
recognise. It was also explained that during long cycles, 
during breast-feeding, &c., patches of mucus”, that is, a 
succession of days on which mucus may be observed, occur 
intermitrently before the typical pattern of a fertile ovu- 
lation, and that until the woman is experienced in the 
method sexual contact must be avoided whenever mucus 
is present. The scanty-mucus pattern of infertile cycles 
was also explained, and the need to distinguish the loss of 
seminal fluid after intercourse from the mucus symptom, an 
ability which is quickly attained. 

A simple method of recording this information by the 
use of red, green, and white stamps was developed in 
Central America, and this was of great pracucal value. 
This record keeping, especially during the first few cycles 
after instruction, has the advantages of training the women 
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to understand the symptom and of providing the tescher 
with s record of the progress of the instruction. The women 


et least weekly, or more frequently if necessary, so that 
edditional instruction could be given and confidence in 
the method gained. 


Initial Response 
In the first few months, when the teaching method 
was being developed, some women expressed difficulty 
im understanding the mucus symptom, a few com- 
plained of persistent vaginal discharges, and there were 
some reports of pregnancies which were interpreted 
es failures of the method until the areas involved 


were revisited and the circumstances in which these . 


pregnancies had occurred determined. There was 
resistance in some cases to efforts to persuade the hus- 
bend and wife to abandon the coitus interruptus which 
initially was peactised by about 85°, in those receiving 
instruction. A suggestion to use the thermometer was 
sejected because practical experience had shown that a 


large-scale use of the temperature method was im- 


possible, both because of the expense involved and 
more especially because the method necessitates con- 
stamt supervision. In addition, it was recognised that 
the temperature method is inferior to the ovulation 
method because it defines only days of infertility after 
ovulation, and even in that is less precise than the 
ovulation method. Tonga has its own special problem, 
im that prolonged breast-feeding is common and basal- 
tempersture measurement cannot give warning of the 
sesumption of ovulation. The temperature method 
also does not give information on infertility during 
enovular cycles. 

Ie was essential to warn the husband and wife that 
coitus interruptus during the fertile phase of the cycle 
cannot be expected reliably to prevent pregnancy. 
. Therefore, only those couples who were prepared to 
abandon the practice were accepted into the survey, 
there being no intention of allowing either the success- 
ful prevention of pregnancy by coitus interruptus to 
be recorded as a success for the ovulation method or a 
failure of coitus interruptus to be recorded as a failure 
of the ovulation method. Additionally, acts of sexual 
intercourse, including coitus interruptus, during the 
presence of the cervical mucus make the assessment 
of the symptom more difficult and therefore delay or 
prevent the correct interpretation of the symptom. 
The great majority of couples soon agreed to discon- 
tinue coitus interruptus, with a predictable increase in 
the physical and emotional satisfaction they derived 
from the act of intercourse. 

Pathological vaginal discharges were seldom a 
problem. They can usually be treated successfully 
and in any event do not prevent the woman from 
gecognising the time of fertility by the change pro- 
duced in the pathological discharge by the characteristic 
mucus. In those women with a protracted mucus 
symptom additional detailed instruction was given 
to increase the frecdom for intercourse by defining 
relatively safe days" when “infertile” mucus 
was present and by avoiding sexual contact on any 
Gays when clear or stretchy or slippery mucus was 
Observed; these individual problems lessened with 


THE LANCET, OCTOBER 14, 1972 


increasing experience on the part of the woman her- 
self and of the teacher. 


The Group Studied 

We report 395 women who were instructed after 
the start of the project in July, 1970; the results were 
assessed in February, 1972. 

There was a good response to the instruction. 
331 couples opted for the ovulation method. Most 
women found the mucus symptom immediately 
recognisable, and were pleased by the simplicity of the 
method. Many reacted favourably because they 
preferred a natural method, some because of the 
psychological advantage of a solution which is obtained» 
by mutual cooperation, and some because of the atti- 
tude of the teacher, which never contained any element 
of coercion. The possibility of the information being 
employed to help those women whose marriages had 
been infertile created additional interest, and of the 
total there were 18 women who were anxious to 
become pregnant. 46 couples elected to use another 
method to avoid pregnancy, including one case in 
which the woman discovered that she had been steri- 


' lised at the time of a previous cesarean operation. 


The preference expressed by these couples was as 
follows: ` 


Method 


Coitus interruptus .. 

1.U.C.D. s 
Contraception (unspecified). s 

Condom e ee 
Contraceptive medication a . es ss 
Rhythm method . es oe ee ee 
Stienlisauon (unvoluntary) 7 


J 
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In the assessment of the results care was taken to 
make allowance for other influences which could have 
contributed to success. Coitus interruptus has already 
been mentioned. The ancient custom of a period of 
abstinence after childbirth has now fallen into disuse, 
intercourse being resumed after childbirth within an 
average of 5 to 6 weeks, this time being unaflected by 
a decision to suckle the child or not. 

Many women were instructed during pregnancy 
or immediately after childbirth. In all cases the time 
on the method was not measured until at least six 
weeks after the confinement. If the mother was 
feeding the child herself the time was calculated from 
the date on which solid food was introduced into the 
weaning diet, however long after the confinement this 
proved to be. ]t is a matter of experience that a num- 
ber of the Tongan women do become pregnant again 
whilst fully breast-feeding their infants, but as 
breast-feeding does reduce fertility ten women were 
eliminated from ‘the total on this account; they are 
nevertheless established on the method, and none has 
become pregnant. 14 women were eliminated from 
the assessment because it was judged that they were 
close to the menopause; they were forty-three years of 
age or older, had irregular menstrual cycles and a 
scanty mucus symptom; they too have followed the 
method by avoiding intimate sexual contact on days 
when mucus has been observed, and none has become 
pregnant. There were retained in the series 17 women 
aged 41 to 45 years in whom there was no Clinical 
evidence of approaching menopause; all the remaining 
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'- ZABLE )—TOTAL CASES FOR ANALYSIS OP RESULTS 


— mare clin i pres s ee 18 
No recent information 2 5 es és 1 
Separated vs es Ss 4 
Pregnant at initial interview v» x se 2 
- Buil fully breast-feeding . 10 
Menopausal (age, irregular cycles, scanty mucus) 14 
otal remaining 282 


women were younger. There were 2 women who were 

discovered to have been already pregnant at the initial 

interview. One woman has been lost to follow-up. 

18 couples decided that they would postpone use of 

the method until they had had more children. 4 

couples were eliminated because of separation, 1 

` husband having died, 2 having travelled overseas to 
seek. employment, and 1 woman having required 
protracted confinement in hospital for mental illness; 
even when this woman was allowed home she was 
obviously unwell, and intercourse occurred infre- 
quently (see table 1). 

We encourage couples learning the method to 
refrain from sexual contact during the first cycle after 
instruction, so that the woman's understanding of 
the mucus symptom is not hindered by the effects of 
sexual intercourse. This recommendation was not 
insisted upon and not followed by all couples. How- 
ever, to avoid loading the statistics in favour of success 
by the eliminsuon of ''high-risk cases", the time 
has been counted from the start of instruction and all 
have been included. There were two cases of the 
women having been uncertain of the correct application 
of the method; in both these cases the error was 
understood after further explanation. 

-~ There were 28 couples who, after following the 
method carefully for several months, elected to aban- 
don it because they were anxious to have more children. 
The prompt occurrence of pregnancy when inter- 
course occurs on a day of clear, stretchy or slippery 
* fertile mucus ”. increases the confidence that couples 
have already developed in the reliability of the method. 
All of these couples intend to use the method again 
after confinement, and some are already doing so. 

There were 50 women who took a chance by 
having intercourse on a day when the presence of the 
mucus had been recognised, and who therefore had 
no difficulty in realising why pregnancy had occurred. 
All of these women except one, who finds the obser- 
vation of the mucus symptom and the period of 
abstinence troublesome, intend to use the method again 
in the future and many are already doing so. There is 


TABLE I]-—ANALTSIS OF 81 PREGNANCIES 


No. 
. , Couples using method .. . .. se ae 282 
teste pregnant. a 81 
Abandoned method, desiring more childrea 2 28 
Ignored indicauon of possible fertility .. Dë 50 
Used mucus day, thought infertile E SN 2 
Considers no days of possible fertility used .. 1 
Average age (yr.) of women who . or 
carelessly abandoned the method qe 33.2 
Average nurpber of children . 48 
Average age (yr.) of women still — 
applying dye method ee oe 33-7 
‘Average number of children . 68 
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any sexual contact on a day in which the mucus 
warned her of possible fertility; she too, however, 
although apparently a ''method-failure", is now 
using the method again, and successfully (see table 11). 


Results 

The pregnancies which occurred, other than by 
design or by the conscious neglect of the instructions, 
were classified in one of two ways: : 

A biological or method-failure was recorded when, so 
far ss could be ascertained, the couple had understood and 
carried out the instructions faithfully. 

A user failure was recorded when there was an error on 
the part of the couple which the teacher could ascertain 
and explain to them to their satisfaction. 

Altogether in this series a total of 282 women used 
the ovulation method for a total of 2503 months. 
There were two cases of user failure and one case of 
method failure. 

Of the 18 women who were anxious to conceive, 
7 subsequently became pregnant after careful attention 
to the mucus symptom and concentrating acts of inter- 
course in that part of the cycle when the peak symptom 
was in evidence. Previous investigation has shown 
that. this peak- symptom day when the mucus is clearer 
than at other times, when it is stringy and produces 
a definite lubricative sensation, is on the average 09 
days before ovulation.* Knowing that it is necessary 
for the spermatozoa to be in the female genital tract 
for some hours in order for them to become capable 
of fertilising the ovum, the day of the peak symptom is 
taken as the day of maximum fertility. 

One of the women classified as a user failure had a 
long cycle in which mucus was observed on a spc- 
cession of days. She had then incorrectly concluded 
that she had passed ovulation and had intercourse later 
in the cycle, on a day when copious amounts of clear 
slippery mucus were present. Explicit instruction 1s 
now given regarding the possibility of recurrent days 
of mucus in long cycles, in order for this mistake to 
be avoided, with emphasis on the avoidance, of sexual 
contact when a fertile type of mucus is observed. 

The second woman classified as a user failure had 
reported sumc confusion about the instructions, and 
uncertainty regarding the definition of fertile and in- 
fertile days. This pregnancy miscarried in July, 1971, 
after which she recommenced the use of the ovulation 
method; when last seen in March, 1972, she bad be- 
come quite confident, and was using the method 
successfully. 

The woman who was classified as a “ method- 
failure ", because she was unaware of having used a 
day when any mucus was present, received her initial 
instruction immediately after a confinement, before 
ovulation and menstruation had recommenced. The 
child which was conceived after instruction was born 
in September, 1971, and since then the woman has 
been using the ovulation method successfully. 


E Discussion 
There is in Tonga a Government-sponsored birth- 
control programme which provides contraceptive 
medication, intrautcrine devices, &c., free. The in- 
terest of the people in the natural method is therefore 


in epite of these other provisions. Approximately 75% 


of the women who came for instruction were 


H 


Establishment on the method is accompanied by 
feelings of relief and freedom. Many women quickly 
determine to pass on the information about the 
method to other women, and in particular to instruct 
their daughters so that they, too, can space their families. 
It is essential that the method be taught by a woman 


most women learn to become competent teachers 
efter charting and studying their own cycles for a few 
months. An essential point which is emphasised in the 
instruction is chat the women study carefully the 
semsstion produced by the presence of the mucus, 
as well es noting its appearance. 

It assists understanding of the method when women 
ere reminded that they may have infertile cycles from 
time to time, in which little mucus is evident, and that 


typical*mucus occurs in very few cycles, or not at all; 
instruction will acquaint these women of their greatest 
chance of achieving pregnancy, and will provide the 
information in time for it to be applied. 

In the early months of this project a number of 
difficukies had to be overcome and the teaching pro- 
gramme organised. There were a number of women 
who found the interpretation of the mucus symptom 
difficult at first, and there were cases where the hus- 
band and wife found the periodic abstinence a problem. 
As we have observed in other circumstances, the 


l interruptus eliminated. 
This investigation has demonstrated that the 
evulstion method is capable of successful application 
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in a Pacific-Island community. The extraordinarily 
high success-rate is to be attributed to several factors: 


(1) The teacher was a woman. She was an experienced 
teacher as weil as a trained nurse, and most of the women 
instructed had been taught by her in their school days, so 
that she knew something of their character, ability, and 
—€— 

(2) The teacher lived with the people during the learning 
period, so that she could provide individual advice and 
attention. 


(3) The couples were living far from the pressures of 
they have a greater awareness 


‘Presence of the mucus and were able to recognise the peak 


symptom, contrary to the expectation of some people 
without experience of enlightened teaching of the 
(4) Serong motivation on the part of the women came in 


' many cases from the influence of their husbands, who 


insieted that their wives cooperate with the teacher. 
"It may be more difficult to achieve a similar degree of 
success in all communities, especially i in those where 


teaching or in a lack of cooperation and motivation by 
the persons concerned. 

It has been most gratifying that those couples who 
* broke the rules" have, if anything, greater con- 
fidence in the method as a result, and have willingly 
returned to its use subsequently. 


His Lordship, John H. Rodgers, Bishop of Tonga, met the 
expenses of this project, and we thank him for his consistent 
encouragement. 

Requests for reprints should be addressed to J. J. B., Se. 
Vincent's Hospital, Victoria Parade, Melbourne 3065, Australia. 
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Senator CRANSTON. Yes. 

I would like to say, Mrs. Golden, in regard to one thing you 
stated in your prepared statement referring to the involvement of 
potential recipients, you say *Nor is it enough to offer substantial op- 
portunities for low-income persons served to participate in the decision- 
making process of such projects or programs. This could be a ques- 
tionnaire being filled out by a recipient.” I want to assure you that 
is not what we intend. We mean substantial involvement by recipients. 
and we will make it plain in the report that a mere questionnaire is not 
satisfactory. 

Mrs. GorprN. One of the problems with the bill is that there are so 
many vagaries, you do not define what you mean by certain things 
that would be helpful. If you would define your terms, and outline 
your plans and proposals, instead of just referring to them as plans 
and proposals, if you define exactly what you mean and how it is 
carried through, it would be a help. 

Senator Cranston. That is one of the useful aspects of a hearin 
like this, where we learn about points you feel are not clear. We wil 
seek to clarify anything else that is ambiguous. If you have further 
thoughts about specific points, let us know and we will do our best to 
make plain what is meant and what is not meant. 

Mrs. GorprEN. Thank you. 

Senator CRANSTON. Öur next witness will be Dr. Mark Thoman, 
F.A.A.P., Chairman of Des Moines, Iowa, Right to Life. 


STATEMENT OF MARK THOMAN, M.D., F.A.A.P. CHAIRMAN, 
DES MOINES, IOWA, RIGHT TO LIFE 


Dr. THoman. Thank you, Senator, members of the press. My testi- 
mony is going to be short. I am here today as a member of the medical 
profession, who specializes in the care of children. I am a pediatrician. 
Today, however, I am also speaking as & concerned citizen for the 
apparent direction we seem to be going in our family planning. 

In studying the bill before you, I have been pleased with many of 
the ideas 1t contains. But I am an idealist, and perhaps naive, and I 
worry somewhat about the control and administrative problems. 

I personally believe that any family or person who voluntarily 
wishes family planning information should be provided with it and 
I can endorse the services suggested in many parts of the bill. In this 
SE sense and spirit, I would strongly urge this body to retain 

ection 1008, which specifically prohibits the use of funds and pro- 
grams where abortion is a method of family planning. Many citi- 
zens are deeply concerned and disturbed about the wanton destruction 
of human life which is occurring in increasing frequency in our coun- 
try since the Supreme Court decision of January 22. The right to 
abortion in practical terms means that American physicians may very 
well be required RE E a million abortions this year and 2 mil- 
lion next year, based on the experiences of Hungary and Japan with 
similar laws. | 

Many family planning organizations such as Planned Parenthood. 
which began as a positive force for helping people plan their families 
intelligently has unfortunately become a vehicle for funneling women 
through abortion mills. 
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This is not family planning at all, but rather simple destruction of 
life. Where is this leading? In this month's Prism, a magazine which 
I have in my hands icit is the socioeconomic magazine of the Amer- 
ican Medical Association, I read *No one should be thought of as a 
life until about 3 days after birth," suggesting that if someone is 
born deformed *. . . we can destroy them in the first 3 days before 
a birth certificate is given.” 

Later in the same article, this same physician states without reser- 
vation “Sacredness of life or anything like that is not relevant to my 
experience." 

I realize the oath we take as physicians seems to him to be just so 
many words, but my concern is where is it going to stop? 

Many family planning agencies receive funding which comes from 
the pockets of taxpayers, many of whom are violently opposed to 
abortion. Funding tor these organizations should not be provided by 
taxpayers! moneys as long as these organizations continue to deal in 
abortion. Our Nation is seriously split on this subject, as you well 
know, and there is no indication that the people of our land wish to 
have their funds terminate life in the first few months of its existence. 

So once again, may I restate my strong position in supporting much 
of this bill, and in any program which will educate our citizens and 
implement whatever family planning methods they may desire. How- 
ever, in no way can abortion be considered as family planning. Let us 
emphasize the prevention of an unwanted pregnancy, rather than 
destruction of a human life. 

Any organization working toward this end should be supported but 
when an organization or agency becomes primarily an abortion refer- 
ral agency, it must not be allowed funds under this or any other bill. 
I guess what I am saying is, I am putting all my “begs in one basket." 
Retain section 1008! Thank you, Senator. 

Senator Cranston. Thank you very, very much. As I understand it, 
that completes the testimony from this panel. Since all the time allotted 
to the Right to Life point of view has not been consumed, if there are 
others present who would like briefly to testify from that vantage 
point before we proceed to a different set of witnesses from a different 
vantage point, we would welcome testimony from any such people. 

Mrs. SILLER. I would like to ask a question. Mrs. Golden referred 
to your defining your terms. I would like to ask if vou could at this 
time define what you mean by population dynamics. I find that rather 
ambiguous. 

Senator CRANsTON. We will in the report language or some other 
way seek to provide an explanation of what that means. If you would 
let us know about any other portion of the bill that. vou feel should be 
given fuller explanation in the bill or report, we would be glad to do it. 

Mrs. SiII ER. You had mentioned being specific. That comes to my 
mind very pointedly. 

I would also like to ask you a question regarding the booklet, the 
Ovulation Method by Dr. Billings. Should I check that out before 
I leave today? 

Senator Cranston. You do not have to. You can do that and send it 
back to us. so you have time to do it carefullv. 

Mr. Suonr. Could I ask you one other question— — 

Senator Cranston. Generally let me say the definition of population 
dynamics, as I understand it, is that it is concerned with general fac- 
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tors that relate to population size, and population distribution, the 
whole general area of various effects of changes in population patterns 
and size. We are not talking obviously about the promotion of any 
particular point of view in that regard. 

Mr. Suort. The reason I was just called outside, one of the local 
television stations, Channel 7, said they were interested in the ques- 
tion I raised as to the constitutionality of any legislation violating the 
right of privacy, prior to new life coming into existence. They asked 
me did I get any commitment from the committee on whether or 
not there will be a position paper on the part of the committee that 
will explore this question before thev take any action on the legislation. 

I told them I do not know, but I would certainly be interested. 

Senator Cranston. We get appropriate legal opinions on any mat- 
ter where there is & question of legality, constitutionality, and so 
forth ; and we will do that in regard to questions that are raised about 
the legislation. 

Mr. Suort. Having raised the question, could I get a copy of that 
legal opinion then, so I know on what ground the legislation was 
conceived ? 

Senator Cranston. The opinions that we get on such matters will 
be set forth in the committee record when that record is made avail- 
able. Each witness will be sent a copy of the full hearing record. 

Mrs. SILLER. Senator, I had mentioned in my testimony that I had 
hoped and did not really know if Dr. Billings will be invited to ap- 
pear before this committee. Will there be any such opportunity? Be- 
cause I personally believe that this is such an important breakthrough, 
that it is precisely the very thing your committee started out work- 
ing to do. It seems unbelievable to me that somebody of his stand- 
ing with the method that he has to offer being so simple and so ac- 
ceptable to all, and so natural, it would seem very incongruous that 
he would not be invited to appear before you and give an expert 
opinion. 

Senator CRANSTON. Át your suggestion, we will communicate with 
him. and ask him to submit à written statement to the committee con- 
cerning the bill, so that we will have his specific views on the legisla- 
tion before us. 

Mrs. Gre As I see it, something as simple as this method could 
be promoted easily and quickly all over the country, and believe me, 
we all know there is a need. Wives and husbands, families of any re- 
ligious belief would be grateful to know it. I stumbled over this last 
week, my feeling is, *why did I not hear about it? Why did I not 
know about it?” There is a communication lag in this country that 
is very serious. 

Senator CRANsTON. We appreciate your drawing it to the commit- 
tee's attention, and we will communicate with him at your suggestion. 

I thank each of you very, very much. 

We will now proceed to a panel of representatives of women's or- 
ganizations. There will be two separate panels, as I understand it, 
unless you agree otherwise; and unless those of you agree otherwise 
the apportionment of time will be 9 minutes for each representative 
of the 10 organizations appearing. 

I understand that you have changed your order of presenting testi- 
mony so proceed in your own way. 
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STATEMENT OF MS. VIRGINIA MILLS, STAFF CONSULTANT, TASK 
FORCE ON WOMEN, UNITED PRESBYTERIAN CHURCH IN THE 
UNITED STATES 


Ms. Mitts. I am Virginia Mills, consultant for task forces on women, 
United Presbyterian Church in the United States, and an active lay 
member of that denomination. I am not just speaking for women's 
organizations; I am speaking for our official denominational position. 

I appreciate the opportunity to appear before you today and to 
present briefly the concerns of the United Presbyterian Church and 
the United Presbyterian women in the areas of family planning and 
population, particularly as they relate to the bill S. 1708. 

The United Presbyterian Church in the United States as recently 
as May of last year devoted some time in its 184th general assembly 
to the problems of worldwide population growth. We sce a great 
need for policies which deal aggressively with these problems, while 
respecting the freedom of individuals and enhancing the possibilities 
for healthful and fulfilling lives for all persons born into this world. 

In calling for the development of sound population policies, the 
United Presbyterian Church established three specific criteria against 
which such policies must be measured. 

First, they must be just. Policies must treat all with fairness. By 
this we mean specifically (1) that policies urging reduction of family 
size must be directed equally to all persons, not singling out any group 
or set of people; (2) that individuals to be affected by policies, par- 
ticularly minority communities, must share in policy development 
and in the planning and administration of programs within their com- 
munities; and (3) that policies urging limitation of family size must 
be accompanied by concrete programs providing information and 
services necessary “to enable the poor as well as the rich to have real 
freedom of choice” in determining family size. 

The second criterion is that population policies cannot stand alone, 
but must be seen as an integral aspect of social reform. We cannot 
accept policies which tolerate threats to the security or survival 
of any individual—threats posed by starvation, sickness, discrimina- 
tory educational and economic structures, and desperate living con- 
ditions. Population policies must coincide with efforts to insure 
economie well-being, qualitv education. greatly improved health care, 
and a more equitable distribution of wealth and land. 

The third criterion is that policies developed must. serve the very 
basic value of freedom. The United Presbyterian statement defines 
freedom as the capacitv, opportunity, and incentive to make reflective 
choices and to act on them, and asserts that: 

God gives man and woman unique choices and powers to share in 
creating human life. Freedom is the primary basis of the responsible 
(planned) parenthood movement within the church. 

It is in the context of a concern for justice. humane living conditions, 
nnd basic individual freedoms, that. United Presbyterians call upon 
the Federal Government to do the following: 

First, to provide the information, materials, and services needed 
so that all families are free to make responsible decisions in the realm 
of childbearing. 

Second, to support. greatly expanded research efforts in the areas 
of human reproduction and population dynamics. 
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Third, to strengthen those agencies and programs now working in 
these fields. l 

Fourth, to support the preparation and distribution of educational 
materials in the areas of human sexuality and population/environ- 
mental concerns. 

In speaking of the need to strengthen programs, I want to say that 
we in the United Presbyterian Church are distressed at the low level 
of authorizations available in the past for implementation of existing 
programs. We are aware that lack of such funds not only results in 
the lack of basic family planning services for millions of women, but 
also diminishes the possibility of new and better contraceptives being 
developed. 

This last part is particularly important, as it touches on the health 
of almost every woman of childbearing age. Many of the women I 
represent today can easily afford the services of a private physician 
in matters of contraception. But despite our economic prosperity, none 
of us has access to a contraceptive which is both highly effective and 
also entirely safe to use. 

Many of us were stunned to read recently of a young woman who, 
at the age of 28, suffered a massive stroke that rendered her more than 
90-percent aphasic. On the advice of her obstetrician, she is now en- 
gaged in a lawsuit charging that responsibility for her stroke lies with 
the manufacturer of the birth control pills she had been taking for 
3 years. Now I realize that the proof is not yet in for this specific 
case. Yet all of us have read or known of similar tragedies, and no one 
in the scientific community would claim that birth control pills are 
definitely without uncomfortable and, too often, dangerous side effects. 

The fact is that we simply do not know enough about the human 
reproductive process. We do not now have any contraceptive which 
is entirely safe, effective, and suitable to the various moral and 
esthetic desires of men and women. No one knows for sure how safe 
the pill is for anv individual woman. The technical disadvantages of 
the pill and IUD have already been discussed here bv others more 
expert than I. Others have also commented on how little we know 
about infertility, and have noted the possibilitv of basic research 
yielding much needed insights into its causes and possible cures. To- 
day I only want to emphasize that. as a woman, I appreciate in a very 
personal way the need for continuing research in human reproduction 
and in the development of safe, effective contraceptives for both men 
and women. 

In emphasizing the need for research in human reproduction. I do 
not mean to downplay the need for increased research also in related 
areas. United Presbyterians have called upon the Government to in- 
crease funding for research on population distribution and the effects 
of crowding, and on reproductive motivation and life-stvles or values 
that affect population-related decisions, as well as on contraceptive 
development. 

There are several specific points in S. 1708 which I would like to 
comment on for just à moment. 

Our church has stated clearly that the U.S. Government. should 
“refrain from legislation and policies which may imply a special 
concern for limiting the size of families of minority groups.” We be- 
heve it is incumbent on the Federal Government and on the common 
society to insure the availability of family planning services and com- 
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prehensive health care to persons who cannot themselves afford private 
medical care. We would oppose strongly, however, any proposed 
measures which would limit family planning services to minority 
persons or welfare recipients. We recognize that, often factors other 
than simple income levels, particularly geographic inaccessibilitv, 
prevent women from obtaining services. Our goal is to insure avail- 
ability of family planning information and services to all persons 
desiring them, regardless of economic status. I believe S. 1708 attempts 
to meet this goal. 

We also believe strongly that Government programs should *support 
indigenous community leadership in developing their own wavs of 
utilizing family planning resources." The provision of S. 1708 calling 
for P OR of service recipients on a National Advisory Council 
(section 1009(e)) and the section requiring that substantial oppor- 
tunities be provided for participation by service recipients in local 
programing (section 1006(c)) are consistent with this belief. We 
would urge inclusion of more than one service recipient on the Ad- 
visory Council and would hope that local programs would reflect 
substantially this principle of consumer participation in their de- 
velopment and administration. 

Finally, we share the concerns of those sponsoring S. 1708 that fam- 
ily planning services be strictly voluntary in nature and that they 
occur within the context of programs of comprehensive health care. 
We believe such programs should also include special services to groups 
with high infant and maternal mortality rates, and sterilization when 
desired, as well as readily accessible contraceptive information and 
materials. 

In closing let me say that the United Presbyterian Church has urged 
the Federal Government to place higher priority on research in human 
reproduction and population dynamics, and on family planning. com- 
prehensive health, and educational programs which enable all per- 
sons to make responsible decisions in the area of childbearing. We de- 
plore the low rate of funding appropriated for such programs in the 
past, and would encourage higher levels of authorization and appro- 
priations in the coming years. 

I believe that S. 1708 attempts to deal with this and related con- 
cerns of our church, and urge its passage by the U.S. Congress. 

Thank you. 

Senator Cranston. Thank you very, very much. Would you now 
proceed in whatever order you wish. 


STATEMENT OF DR. ELOISE MURRAY, ASSISTANT DIRECTOR, 
AHEA INTERNATIONAL FAMILY PLANNING PROJECT, AMERI- 
CAN HOME ECONOMICS ASSOCIATION 


Dr. Murray. My name is Eloise Murray, and I am representing 
the American Home Economics Association. 

Mr. Chairman, the American Home Economies Association is 
pleased to support the provisions of S. 1708, the Proposed Family 
Planning Services and Population Research Amendments of 1973. 
The assembly of delegates of the American Home Economics Asso- 
ciation voted in 1972 to encourage national and international home eco- 
nomics leadership to support family planning programs based on 
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sound population policies which respect the rights of individuals rec- 
„ cultural and religious differences. It is within the boundaries 
of this policy that we appear here today to support S. 1708, which au- 
thorizes funds for family planning. 

The American Home Economics Association is a national profes- 
sional organization of 50,000 members, both women and men, with 
affiliated organizations in all the 50 States, the District of Columbia, 
and Puerto Rico. Home economists work in many kinds of institutions 
and agencies, including elementary and secondary schools, colleges 
and universities, cooperative extension programs, health and welfare 
departments and agencies, and in private business. Our common con- 
cern is that of improving the quality of and standards of individual 
and family life through education. 

The AHEA has recently established a center for the family to serve 
research, educational, and program and policy evaluation functions 
through bringing together from all disciplines knowledge and under- 
standing relevant to the family. The center will devote its resources 
to learn what it takes to produce satisfying family living—what kinds 
of environment, life grouping. and education are most likely to pro- 
duce healthy and productive individuals. 

The involvement of home economists toward a solution of popula- 
tion problems is a major concern of the American Home Economics 
Association. In this connection we are now administering a program 
funded by the Agency for International Development designed to 
stimulate home economists in developing nationsto (a) promote family 
planning through effective use of their regular professional contacts; 
(b) develop overall standards and training recommendations for the 
profession which include family planning; and (c) support participa- 
tion by home economics organizations and groups in the development 
of national and local maternal child health and family planning pro- 
grams. Activities to date have included an international conference 
here in the United States, country surveys in six developing nations, 
workshops in Taiwan, Panama, and Thailand and consultation visits 
in several other countries. 

To home economists, family planning is a broad concept taking 
into account the rights of families to make their own choices, includ- 
ing the right to space child bearing and to plan family size compatible 
with family resources and goals. The purpose of family planning is 
to improve the quality of life for individuals and society. 

The delivery of health and other social services to people who most 
need or want them is at best a difficult matter. For that reason, we are 
pleased that S. 1708 appears to provide strong linkages to compre- 
hensive health programs for the deliverv of family planning services. 
We agree with this approach for establishing accountability, but we 
would hope that either in the provisions of the bill, or in the commit- 
tee report establishing legislative intent, that vou will urge the Depart- 
ment of Health. Education. and Welfare to create additional linkages 
with educational programs. agencies and institutions, particularly the 
home economics programs that have a major concern for family 
planning services. 

We urge the subcommittee to broaden the concept of this legislation 
to go beyond the medical, or clinical aspects of family planning. It 
should recognize family planning as a part of the decisionmaking 
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process related to the rights of parents and children. Conflicting values 
and attitudes often need to be clarified before a decision can be made. 
Recognition needs to be given to the fact that often no decision is 
made in a conscious manner: lives begin by default. e 

Our experience in the international family planning project 9 5 
to illustrate these points. For example, officials in Taiwan have de- 
scribed that country's family planning effort as an emergency measure 
designed to be a relatively short-term program with a long-term im- 
pact. It is recognized that the large sums of money allocated for this 
effort cannot be continued over an extended period of time. Therefore, 
conflicting values and attitudes are being identified and a variety of 
educational approaches are being developed to effect lasting change. 

The situation in Taiwan is not unique. In our country, approxi- 
mately 4 million women do not have the option to plan for family size 
and child spacing due to a lack of knowledge about contraceptives, 
a lack of decisionmaking ability, or a lack of clinical services. There- 
fore, it would appear that a structure needs to be built through edu- 
cational programs, both formal and informal, including small groups 
and 0 to person contact, and designed to reach all age levels. This 
would help to create an awareness of the population situation and to 
equip persons to make knowledge-based decisions. 

The data indicate that youth are a critical group to be reached. In 
1972 Marion Howard reported for the consortium on early childbear- 
ing and childrearing that in the United States, 1 out of every 10 girls 
becomes a mother while still of school age (before reaching the age of 
18). Close to 85 percent attempt to mother the child rather than plac- 
ing their babies for adoption. School-age mothers, unmarried or mar- 
ried, are high risks educationally and medically. 

Educationally, school-age mothers are high risk because pregnancy 
is the major known cause of school dropouts among females in the 
United States. Medically, they are high risk because of increased 
health complications during pregnancy and the high incidence of low- 
birth-weight, prematurely born babies. Moreover, these mothers often 
fall into a pattern of rapid repeated childbearing with increased nega- 
tive health consequences for both mother and child. It should be 
pointed out that there is no evidence that knowledge of contraceptive 
techniques leads to increased sexual activity. Programs for youth would 
be designed to protect those who are sexually active and to provide a 
knowledge base for adulthood for others. 

An already established educational effort is the expanded food and 
nutrition program, begun by the Cooperative Extension of the U.S. 
Department of Agriculture in 1968 with a mandate to serve “hard to 
reach" families, To do this, program aides were recruited from the 
group to be served. Research by Jean Brand to ascertain and describe 
the status and need for family planning information and communica- 
tions as perceived by the program aides indicates that the families with 
whom the program aides work wish to have family planning informa- 
tion. Àn overwhelming 93.7 percent of the aides declared that these 
women and girls need information on family planning. They attribute 
nonuse of birth control to (1) fear that the methods are dangerous; 
(2) lack of knowledge of how to use them, and (3) objection of the 
male partner. Brand reports that 97 percent of the aides are giving 
advice, mostly of the referral type, directing women to health services. 
If trained, 87 percent of the respondents will teach family planning, 
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preferably working with women on a person-to-person basis. Aides and 
their clientele are not particularly high users of the mass media and do 
not wish to use media in teaching. The study indicates a need for in- 
gervice education about family p anning and population concerns for 
paraprofessional as well as professional personnel. , 

We recognize the importance of research to develop contraceptive 
techniques that are more easily used and more effective. At the same 
time, we urge that some attention be given to research that would 

ive us a better understanding of values and identification of other 
factors that affect family size and child spacing. Service programs and 
educational materials that are developed should give persons opportu- 
nities for becoming aware of their values and how they may operate in 
decisions made relating to population concerns and family planning. 

We believe this bill will strengthen individual and family life be- 
cause it can provide realistic options for family planning. It can pro- 
vide for chosen children rather than unwanted children. There is a 
great deal of evidence that indicates the human and social costs of 
unwanted children. 

The American Home Economics Association is confident that home 
economists can provide some of the competencies that will be required 
in the implementation of this program. 

We urge early passage of S. 1708. 

Thank you. 

Senator Cranston. Thank you very, very much. 


STATEMENT OF MS. DOROTHY LASDAY, MEMBER, NATIONAL 
BOARD, AND COORDINATOR OF STATE LEGISLATION OF NA- 
TIONAL COUNCIL OF JEWISH WOMEN 


Ms. Laspay. I am Dorothy Lasday, member of the national board 
and coordinator of State legislation of the National Council of Jew- 
ish Women, an organization founded in 1893 with a membership of 
over 100,000 located in communities throughout the United States. 

Our organization has concerned itself with family planning since 
1930 and at our 30th Biennial Convention held in Miami Beach, 
March 26-29, 1973, the following resolution was reaffirmed : 


The National Council of Jewish Women believes that a healthy community, 
sound family life and individual welfare are interdependent and thrive when 
barriers of poverty and discrimination are removed. It believes, therefore, that 
our democratic society must give priority to programs which meet the economic 
social, physical and psychological needs of all people, and that the public and 
private sectors must work together to help individuals function successfully 
and independently in a changing society. 

It therefore resolves: 

10. To support and promote programs for birth control including research, 
education and clinical services for all. 


We wish to strongly, therefore, support the passage of S. 1708. 
President Nixon in 1969 made clear the necessity of meeting the family 
planning needs of all Americans. He particularly emphasized: 

* * * that no American woman should be denied access to family planning 
assistance because of her economic condition * * * we should establish as a 
national goal the provision of adequate family planning services within the 


next flve years to all those who want them but cannot afford them. This we 
have the capacity to do. 
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The record shows that if the level of appropriations recommended 
by the DHEW 5-year plan had been followed, then the timetable 
for providing these services would have been met. However, because 
of the President’s veto of the Labor-HEW appropriations bill and 
the resultant freeze on funding of the Family nuns Services and 
Population Research Act, we were 1 year behind that schedule. It is 
estimated that 2,612,000 persons received family planning services in 
fiscal year 1972. The goal of reaching the 6.6 million women who 
need family planning has not yet been reached, however, and most 
likely will not be Ee if S. 1708 is not passed. The levels of funding 
ees in this legislation are the minimum necessary to reach that 
goal. 

In providing this kind of health service it is important that every 
precaution be taken to make certain that it is sought and accepted 
voluntarily and offered in a manner and setting that is dignified and 
tied in to other related services. 

For these reasons we applaud the provisions in S. 1708 that call for: 

(1) programs to be located where they will serve “persons from 
low-income families” and other persons at high risk of unwanted 
or health threatening pregnancy ; 

(2) the provision of services to all individuals without quali- 
fication asto their personal or family level of income; 

(3) all programs funded through this legislation to be volun- 
tary and not a “prerequisite to eligibility” for participation in 
any other program; Set 

(4) "the arrangement for the provision either directly or 
through linkages with other health providers, of a comprehensive 
range of child and maternal health services to those persons or 
families to whom family planning services (will be provided 
under this title).“ 

We must recognize that many marginal income families are not 
in contact with their local departments of social services they do 
not receive public assistance or any services. It is unrealistic to expect 
that they will go into the county social service office for family plan- 
ning assistance. Therefore, it is important to provide such services 
through other public and nonprofit voluntary agencies. It is impor- 
tant that these funds be designated for family planning or many com- 
munities will have no family planning services. 

It 1s clear that low income women have not had adequate access 
to family planning. Middle income women have received contracep- 
tives from private physicians but no one has access to the perfect 
contraceptive. Oral contraceptives are the most popular method of 
contraception in this country, but they require daily application and 
medical monitoring as well as being expensive. Most important though 
are the uncomfortable and sometimes serious side effects associated 
with use. For these reasons, manv women must discontinue its use, 
and numerous others suffer irritating and sometimes dangerous side 
effects. 

Other means of contraception are less effective. Thus we must have 
more and better contraceptive research in order that women and their 
families may have the ability to plan for the size of their families. 

It is difficult to understand why this legislation is opposed by some 
groups in view of the fact. that it is a voluntary program. Anv effort 
to deny individuals this service is an infringement upon their indi- 
vidual rights to plan for their families as they see fit. This is particu- 
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larly true of those who cannot afford services from private physicians. 
We urge the committee to report this legislation favorablv and te 
promote its passage without delay. 
Senator CRANsTON. Thank you very, very much. 


STATEMENT OF FRANCES M. FLIPPEN, WOMEN IN COMMUNITY 


SERVICE LIAISON, NATIONAL COUNCIL OF NEGRO WOMEN, 
INC. 


Ms. FrrPPEN. Mr. Chairman, my name is Frances M. Flippen and 
I am representing the National Council of Negro Women, Ine. 

This national organization is made up of 25 national organiza- 
tions and 156 local sections with an outreach to 4 million women 
representing all religions, creeds, and national origins. 

We cannot stress too emphatically the importance of health main- 
tenance for the millions of poor people in this country—this grouping 
has become the “invisible” among us. 

After years of neglect, the critical areas of family planning services 
and population research in the health maintenance area have been 
given high priority. 

It became a significant part of the present administration's national 
goals—in that adequate family planning services were to be provided 
to all those who wanted them but could not afford them. Increased 
research was also noted as being a vital part of a national goal. 

As of June 1972, an esimated 2.6 million individuals, three-quarters 
of them low income, were receiving family planning services in all 
public and private organized programs. I need not remind you that out 
of the low income figures are the black families and most importantly 
the black woman. The most vulnerable to the ravages of what I would 
deem to call socioeconomic pollution. 

Family planning in its most positive sense is the provision of those 
services necessary to plan for life and living. Through education and 

rofessional help we can prevent the tragedies that are spawned by 
1gnorance, fear, misinformation and neglect. 

Research. statistics, surveys. analyses are bulging from the library 
shelves. The figures between the covers tell an awesome story about 
years of little or no health services. The untold sufferings of the least 
of these in our society is an irreparable part of the history of social 
neglect in this country. 

The concern that the National Council of Negro Women has is that 
unless the Federal Government maintains and sustains its major sup- 
port of and for family planning services and population research, the 
national goals asenumerated will not be achieved. 

The States cannot sustain such a program, if Federal support 1S 
phased out and replaced with revenue sharing. The needs and demands 
in the States for funding of other programs will easily and quickly 
gobble up the revenue. 

The on-the-spot experiences of black women in our local chapters 
in most of the States afford us documentary evidence of the struggles 
that families have and the piddling amounts of State dollars that are 
allocated to health services. There are no demonstrable examples that 
other State-administered health programs have financed any signif- 
icant part of a family planning program. 
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Unless family planning and population research maintains its Fed- 
eral direction and support, we are concerned that: | 

(1) It will not be possible to achieve the national goals set by the 
administration. 

(2) A significant number of local family planning projects will 
fold or be curtailed, leaving hundreds and thousands of low-income 
women without access to effective family planning services. 

(3) As a result there will be an alarming increase in the health 
hazards amongst the high risk population, notably the black family, 
and as well as the “rip-off” of strides made in the past years, however 
e in providing health maintenance for this vulnerable popu- 

ation. 

We, the National Council of Negro Women, strongly feel that the 
family planning programs will not be able to survive. The program as 
it is now constituted remains the *best of all possible worlds," in giv- 
ing the women for whom we have priority interest and the most con- 
cern, adequate tools to function productively, without the psychologi- 
cal, economic, and emotional scars, for which the wounds of past in- 
equities have just begun to heal. 

A program of this magnitude must depend in major part on the 
Federal Government for its implementation. The National Council of 
N ogro Women pledges its support through its local volunteer efforts 
to do its utmost to publicize the program, It cannot assume the respon- 
sibilities for which the Federal Government has the financial support 
and subsidiary backing. 

We strongly urge that the Family Planning Services and Popula- 
tion Research Program, which now provides the bulk of Federal funds 
for the support of these programs, be extended at funding levels com- 
mensurate with the plans set forth that are comprehensive, organized, 
and structured. 

Thank you. 

Senator CRANSTON. Thank you very much. 


STATEMENT OF MS. EDITH BARKSDALE-SLOAN, EXECUTIVE DI- 
RECTOR, NATIONAL COMMITTEE ON HOUSEHOLD EMPLOYMENT 


Ms. BARKSDALE-SLOAN. I am executive director of the National Com- 
mittee on Household Employment, and with me is Mrs. Josephine 
Hulett, national field officer for the committee. I am happy to have the 
opportunity to testify before the Special Subcommittee on Human Re- 
sources in support of S. 1708. 

The National Committee on Household Employment is a private, 
ud organization concerned exclusively with private household 
employment and the more than 1.1 million workers in this occupa- 
tion. As 97 percent of all persons employed in private household em- 
ployment are women, we are naturally very concerned about the spe- 
cial prop ems which affect women, which, of course, would include 
family planning, population research, and maternal and child care. 
Since virtually all household workers (or domestic workers as thev 
are often called) belong to the category known as the “working poor,” 
they are especially affected by the lack of low-cost or free family plan- 
ning counseling and products and the lack of adequate pre- and post- 
natal care and infant care. According to the 1970 census, the average 
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hourly wage for private household workers in 1969 was 90 cents or 
$1,400 for a full, 50-52 week work year. 

In only seven States and the District of Columbia was the median 
annual income for household workers, over $2,000 per year for 50—52 
work weeks per year. As you can see, this is certainly far below the 
poverty level income of $7,200 for a family of four established by the 
U.S. Department of Labor. In addition, the median education for 
household workers is 9.1 years; and over half of them are members of 
minority groups, the greatest number being black women. Although 
the median age for household workers is 46 years, nearly half of the 
workers are in their childbearing years and many women in the other 
category would have young daughters or other female dependents who 
have reached puberty. In addition to being persons from low-income 
families, because of lack of sufficient education and poor health care, 
they would also be found among persons at high risk of unwanted or 
health-threatening pregnancies. 

Now that I have established our legitimate interest as women from 
low-income families, I would like to explain our reasons for supporting 
the Family Planning Services and Population Research Amendments 
of 1913. I know that all of you have heard members of minority groups 
express their concern that Family Planning and Population Control 
is but the majority's euphemism for a diabolic scheme of genocide 
aimed at the Nation's minority groups. Owing to our sad history as 
members of America's minorities, this 1s always a legitimate fear—even 
though it may sound like paranoia to most members of America's maj- 
ority or middle America. We do fear being eliminated and as many of 
us witnessed an example of it during our lifetimes in Hitler's Germany, 
we cannot truly believe that it absolutely cannot happen here. That is 
one reason why I was delighted to read section 1007 of the proposed 
legislation on *voluntary participation? by individuals in family plan- 
ning. This section is a necessity, not only for the protection of minor- 
ities, but for the protection of our individual right of privacy. If this 
legislation becomes law. one important function of the Office of Family 
Planning and Population Science will be to insure that the program 
remains voluntary and that no State or its agencies or its individual 
agents attempts to make the acceptance of family planning counseling 
and therapy a prerequisite of any other service or assistance. 

As a Black woman from a working class background, I am often 
surprised to hear the argument that black and other minority group 
women are not interested in family planning. From my own experi- 
ences and conversations with thousands of black, brown, red, and other 
minority group women, my conclusion is that that argument is utter 
nonsense. I have not met a woman in my lifetime who 1s not concerned 
about unwanted or high-risk pregnancies. We too want and deserve 
to have the opportunity to plan our families, to bear our offspring 
when we want and can afford them. We. too. want the best in prenatal 
and postnatal care for we value healthy bodies also. We. too, want the 
best health care for our infants and children, adequate food and living 
facilities and clothing and good educations. These are also our wishes 
and desires for ourselves and our children. These desires and needs are 
not limited to middle America. And so. we are in desperate need of 
good family planning counseling and reliable harmless contraceptives. 
We grieve when our babies are stillborn, too. We are in desperate 
need of good child and infant health care. We love and value our 
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babies, too, and want them to be healthy and intelligent and happy. 
Without good prenatal and postnatal and infant health care, they 
cannot be healthy or intelligent or happy. 

One of my greatest joys is to see my 2-year-old son, strapping, 
healthy, and as bright as the Sun enjoying and learning from Sesame 
Street or Mister Rogers. All other mothers deserve to share my joy, 
but many need aid if they are to produce and rear, healthy, bright, 
and happy offspring. They must also plan their families as I am plan- 
ning mine. I daresay that all of the blacks I have heard speak out 
against birth control have been black men or women who are beyond 
their childbearing years. As Ms. Hulett will tell you, the male par- 
ticipation in the conception, gestations and birth process takes but a few 
moments. It is the woman who must carry the child for 9 months 
and experience the agonies of childbirth. It is the woman who must 
nurture and care for her infant and young child. While the father 
might (or might not) be concerned and interested, it is by nature a 
primary concern for the mother. As far as I am concerned, black men 
could scream genocide until they were hoarse and I would ignore them 
as they are not the ones who become pregnant. If he could, I daresay he 
would think twice about it. 

While I am on the subject of male participation in the birth process, 
I must also express my concern for the rather well-accepted attitude 
that the female is responsible for birth control. As I am sure you have 
heard other women say, we cannot become pregnant by ourselves. 
We do need the participation of a man. And why is he not also respon- 
sible for family planning or birth control? Why hasn’t some bright 
male scientist invented a pill with side effects and unknown long-range 
effects for the men to ingest? I, for one, am tired of being the guinea 
pig in my family. I consider family planning a dual responsibility, 
and I would like to see reliable contraceptives developed for men. I 
belong to that growing minority of women (approximately one-third 
according to my doctor) who cannot use the diaphragm or IUD. I 
have already had one unplanned Delfin baby, and I should like to 
have my next child when my husband and I are ready for her. I do 
want & daughter, but not now. That means that either I take the pill 
or abstain; and abstention is against my marriage vows and contract 
and against human nature. That means that I must suffer side effects 
and the risks which go with the pill. I think it’s my husband’s turn 
now, and I hope that some of the population research will be aimed 
at developing a safe, reliable contraceptive for men. 

We, as women. are also vitally concerned with infertilitv. Most black 
women place a high value on the ability to have children and are 
crushed when they learn for some reason that they are unable to do so. 
We, too, need and desire counseling on infertility. 

Lastly, we are very concerned with the risk of unwanted pregnancies 
for our teenage daughters and the even greater risk of giving birth 
before their bodies are sufficiently mature. Whether we like it or not. 
a new standard of morals has developed over the past 20 vears, and 
the emphasis placed on premarital chastity has declined—if not prac- 
tically disappeared. Teenagers are sexually active now, and they—like 
adults—need protection against unwanted pregnancies. They are also 
desperately in need of counseling— with or without their parent's con- 
sent. The lack of a narent’s consent will not prevent the girl from 
becoming pregnant. We must be realistic about the changing times and 


246 


establish family counseling centers which will be open to all, both 
minors and adults. We need also to find contraceptives which will 
be just as effective for adolescents as they will be for adults. Also, we 
need counseling for teenage boys as well as girls for young boys should 
be taught to be SE E for their actions as well as teenage girls. 

Mr. Chairman, Sunday is Mother's Day. On behalf of all the women 
in America who are mothers because they lacked reliable contracep- 
tives, I ask you to honor us by resolving to work for the passage of 
the Family Planning Services and Population Research Amendments 
of 1973. That would indeed make Mother's Day a happy day. Thank 

ou. 

d Senator CRANsTON. Thank you very, very much for that eloquent 
statement. I would like to ask you one question. The administration 
has stated that it proposes to base any expansion of family planning 
programs on services provided by private physicians who would be 
reimbursed through medicaid or through title IV of the Social 
Security Act. A careful reading of the administration’s testimony 
seems to indicate that after fiscal year 1974. they propose to phase out 
project grant support for family planning. How do you feel as a repre- 
sentative of a minority group viewpoint that utilizing medicaid and 
social security authorities for the expansion of family planning 
service programs would work? 

What would be the reaction to that ? 

Ms. BaRKSDALE-SLOAN. I feel this would be an injustice and would 
discriminate. According to this booklet promulgated by the Depart- 
ment of Health, Education, and Welfare on medicaid and medicare, 
published in July 1972, there are 25 medicaid programs, which cover 
people who are eligible for public assistance only. 

Now this means that in those 25 States, people who are among the 
working poor would not be eligible to receive this counseling and this 
aid. And I note that at least 10 of these States are in the South, where 
55 percent of household workers reside, and at least. three in other 
States were there are heavy concentrations of household workers. For 
this reason I would oppose that because that means that would elim- 
inate in those 25 States the aid to working poor who need it just as 
desperately as recipients of welfare. 

Senator Cranston. Would not that approach also feed the fuel 
of the fires of those who feel there is a genocide aspect to it; while it 
eliminates working poor, it does not eliminate the nonworking poor? 

Ms. BArRKSDALE-SLOAN. This would be fuel for that fire. This is an 
euphemism for genocide. I think it. would be detrimental to the whole 
process of trying to evolve a good national family planning program 
for middle-income people. as well. 

Senator Cranston. As far as enjoying Mother's Day. you know my 
attitude on the bill. 

Ms. BaRKSDALE-SLOAN. Yes. 

Senator Cranston. Do others of vou wish to comment on the ques- 
tions that I posed at that point? 

Ms. Laspay. We feel familv planning must be a program that is 
available within the community where the family is living. one that 
does not have the stigma of welfare or public assistance. We have verv 
few services that are available in this countrv to marginal income 
families, working poor, moderate income families, who have been 
priced out of the private health care area. 
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STATEMENT OF MS. JOSEPHINE HULETT, FIELD OFFICER, 
NATIONAL COMMITTEE ON HOUSEHOLD EMPLOYMENT 


Ms. Hurxrr. Thank you, Mr. Chairman. 

I am Josephine Hulett, field officer for the National Committee 
on Household Employment and I am delighted to have an oppor- 
tunity to testify before the Special Subcommittee on Human 
Resources in day por of S. 1708. ee 

Since household workers are among the lowest paid workers in this 
country today, it is very important that we tell you the things that 
cause me to say we must be able to plan our own families. It affects 
the lives of our children, as many of them have reached their child- 
bearing years. 

The mother is always the mother and the father is the father onl 
once. She usually gets the child in case the marriage is dissolved an 
in many cases the children come with no child support. And if there 
is child support ordered by the courts, it is seldom enforced. Believe 
me, I know what it is like to wait for support money and it does not 
come. Also, in most cases no one will rent to you because of the prob- 
lems which they feel may be involved in collecting the rent. 

As a mother you take a job for security as a household worker which 
in most cases is for less than the Federal or State minimum wage. Ac- 
cording to society, household work was the only thing I could do. I 
worked late hours and there was no child care center at which I could 
leave my child. And if my child would have gotten into trouble, then 
I would have been charged with child neglect, not the father, or had 
been called an unfit 10 188 And if I had gone on welfare then that 
meant I was lazy. My weekly pay was $22.50 when I was trying to 
ie os my son. 

ings are no different now than in 1957. The only thing that has 
changed is the fact that we will no longer let ourselves be told we are 
only women. We see the common bond and we are out to change that 
which has kept us afraid to speak out. 

I have just received a letter from a 14-year-old with two children 
whose mother is a household worker whom I had befriended in m 
travel to Huntsville, Ala., where contraceptives are not readily avail- 
able not only for teenagers but for anyone. She asked me what I 
thought she should do. As I mentioned, she is the mother of two chil- 
dren at age 14 and she stated she was not quite aware of contraceptives 
and did not know what to do. Her mother is unable to support another 
family and she is too young to get a job according to the law. This 
situation alone proves that we must change this system so that con- 
traceptives are readily available to individual needs. 

Many household workers have been evicted or have had to sign 
papers as I did upon entering the Metropolitan Housing in the State 
of Ohio saying if I became pregnant, that I would be evicted. Many 
women cannot use the contraceptives due to health problems. But it 1s 
nlways up to the women. We must realize that this is & problem of all 
people and it should not be geared to women only. Also, 9 times out of 
10, the contraceptives are not safe and it causes many major medical 
problems for women. 

I cannot stress sufficiently the importance of this legislation, not 
only as a former household worker, but as a mother. I hope that you 
will give it your utmost consideration. 
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Thank you. 
Senator Cranston. Thank you very, very much. 

I thank each of you for your presence and interest and your testimony. 
Senator Cranston. We will now proceed with the second panel. 
Would you proceed in your own way. 


STATEMENT OF AUDREY COLOM, VICE-CHAIR OF THE NATIONAL 
WOMEN'S POLITICAL CAUCUS 


Ms. Covom. I am Audrey Colom, vice-chair of the National Women's 
Political Caucus and coordinator of the District of Columbia Women's 
Political Caucus. The National Women's Political Caucus was formed 
in July 1971 to organize and assert the vast political power represented 
by women—54 percent of the voting population. The Caucus is a 
multipartisan coalition of women from various backgrounds, economic 
levels, and political affiliations who have united in the interest of all 
women. We now have approximately 50,000 members from 500 State 
and local caucuses around the country. We are reaching out to women 
across the country because we believe that women must take action to 
unite against sexism, racism, institutional violence and poverty. 

At the Caucus's first annual convention in Houston, Tex., during 
February 9 through 11, 1973—the first women's political convention 
in over 100 years—we adopted by unanimous consent the following 
resolutions regarding health care for women: 

Resolved, that we support an agenda for the 93rd Congress that would... 
Include in any health security program, coverage of all women's health services 
(including prenatal, delivery and postpartum maternity care; voluntary contra- 
ceptive services, sterilization, abortion, infertility and other fertility-related 
services) without coinsurance or deductibles and without regard to age, marital 
or economic status, The National Women's Political Caucus rejects any effort to 
coerce women to have or not have children. 

Until the above program becomes reality, continue and expand the Family 
Planning Services & Population Research Act (title X of the Public Health Serv- 
ice Act) to provide family planning services and to expand development of new 
and surveillance of existing contraceptives. 

The women of the caucus adopted these resolutions because we be- 
lieve the programs under title X of the Public Health Service Act 
are of primary importance to the health of women and because there 
is an urgent need for swift review and passage of legislation to con- 
tinue the Federal commitment made in 1970 to provide subsidized 
family planning health care to all women who want and need these 
services but who cannot afford the cost of private physicians for these 
services. The 2.6 million women who are now receiving comprehensive 
services under these programs should not be turned away from services 
because this law is allowed to expire. Furthermore, this law must be 
continued and funds for it must be increased so that all the 6.6 million 
women who want family planning health serivces may be reached. 
Moreover, programs under this act must be continued so that the 
nearly 45 million American women of childbearing age—and as many 
men—will have safer, more effective, and more acceptable methods 
of contraception. New technology, enabling each individual to control 
his or her own fertility, is desperately needed, and until it is developed 
no individual is truly free. 

The national research effort in developing safer, more acceptable 
contraceptive methods for men and women is dependent upon funds 
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authorized under this law. If this law is allowed to expire, individuals 
will be forced to continue to rely on methods whose long-range effects 
are unknown, methods with serious disadvantages, and methods with 
potentially hazardous side effects. We believe that the state of fertility 
control technology is still in the dark ages especially as compared to 
scientific advances in other fields. Our two most modern contraceptive 
methods, the IUD and the pil, &re physically or medically unac- 
i nie to a large segment of women of childbearing age. 

or example, many women cannot use oral contraceptives because 
of related medical problems such as high blood pressure, heart and 
kidney disease, and sickle cell anemia. As a black woman, I am partic- 
ularly concerned about this because, while I am opposed to com- 
pulsory screening programs of any kind, sickle cell anemia is found 
almost exclusively among blacks and, furthermore, the incidence of 
hypertension is higher among black women than among white women. 
The numerous contraindications for pill use make this an unaccept- 
able method for general use. It has been 16 years since the oral 
contraceptive was introduced for general use. Its long-range effects 
are yet unknown. Concerning another method, the IUD, which is 
somewhat less effective than the pill many women experience un- 
pleasant or painful side effects and its use is often discontinued after 
a short period of time. Use of this method is also contraindicated 
for many women with a history of menstrual problems. Moreover, 
the IUD is hardly a breakthrough in modern scientific technology. 
It is based upon the ancient practice of inserting a stone in the uteri 
of camels, which was found. to prevent conception. How this con- 
traception occurs, either by stones or IUD's is still unknown. 

Women use these and other methods because there are few al- 
ternatives. But we are not satisfied with them. A recent study by the 
center for family planning program development has determined 
that in the United States today there are between 10 and 13 million 
women at any given time who are practicing contraceptive methods 
which are inadequate to meet their family planning needs. Thus. 
it is not surprising that unwanted or accidental pregnancies are ex- 
perienced by more than half of all American couples. Millions of 
women have been forced to bear unplanned or unwanted children 
or have had to experience the physical and psychological trauma of 
abortion. 

The Supreme Court decision on abortion is a great milestone re- 
garding a woman's Constitutional right to privacy. We are acutely 
aware of how important the decision to have a child is, and we be- 
lieve that women have the right to make decisions in matters affect- 
ing their own health and well-being. It is obvious that abortion is 
not to be taken lightly nor is it & healthy, optimum method of family 
planning. Despite its use, the need for abortion in our society re- 
mains an admission of failure on the part of our institutions and 
society as a whole to respond to the need for fully accessible. safe 
and effective birth planning methods. Our most modern methods 
do not provide women with complete freedom from unwanted fertil- 
itv. and therefore women must continue to bear the burden of this 
inadequate technology. In light of this, the caucus at its Houston 
convention went on record in support of legislation to give public 
and nonprofit private agencies funds to establish and operate pro- 
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grams that would finance the costs of abortion, pregnancy counseling, 
adoption services and other referral services regarding options related 
to pregnancy. We will work for the adoption and passage of such 
legislation at the State and Federal level. 

We strongly believe that all women who want them should be pro- 
vided with family planning information and services so that they may 
make intelligent and well-informed decisions concerning childbear- 
ing and have safe and effective means to carry out such decisions. Title 
X. has been successful in removing the economic and social obstacles 
that prevent poor women from obtaining these services. Projects 
funded under this Act have served to give to low-income women those 
rights and benefits generally available to middle- and upper-income 
women—periodic gynecological examinations, Pap tests, breast can- 
cer screening, and other diagnostic care which is essential to good 
health. If this categorical program is not continued, millions of low- 
income women will have nowhere to turn for this basic health care. 
Advances in scientific knowledge about human reproduction may 
never be realized, and our contraceptive methods will never be im- 
proved. Millions of low-income women will be consigned to poor health, 
welfare, and the oppression that has been uniquely reserved for them— 
indifference. 

We therefore strongly urge enactment of S. 1708. 

In closing I would like to add. fully understanding the need for 
the Congress this year to be fiscally responsible, we do not want our 
Congresspersons and Senators to forget the human needs of millions 
of women, children and men. 

Thank you. 

Senator Cranston. Thank you very, very much. 


STATEMENT OF SARA M. MAZIE, VICE PRESIDENT, NATIONAL 
CAPITOL CHAPTER, WOMEN’S EQUITY ACTION LEAGUE 


Ms. Mazrr. I am Sara Mills Mazie. I represent the Women’s Equity 
Action League, which is a nationwide women’s rights organization de- 
voted to improving the status of women through education, legislation, 
and litigation. Our membership includes women from all walks of 
life—working women, housewives, professional women, students and 
senior citizens. 

In the past. 3 years our organization has filed charges against 
250 colleges and universities to obtain equity in salaries and employ- 
ment practices. We are working to see that the equal pay law is en- 
forced, and to insure that equal employment laws in fact eliminate sex 
discrimination. 

Mr. Chairman, we know and wish to inform the Congress that there 
is nothing that has the potential for more seriously affecting the eco- 
nomic status of women than the ability to control fertility. Until we 
can do this, our search for equality will be severely hampered. The first 
step in controlling our lives must be the ability to control whether and 
when we have children. 

For this reason, the Women’s Equity Action League strongly sup- 
ports the passage of S. 1708. the Family Planning Services and Pop- 
ulation Research Act of 1973. It is the purpose of this legislation to 
carry through on the program begun in 1970 of making these services 
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available to all women who want but cannot afford them and to in- 
crease research into improved methods of contraception for all men 
and women. 

Most middle-income women have had, at least for the past several 
years, access to contraceptive information and services through private 
physicians. Low-income women, however, who do not have private 
physicians, had been denied the ability effectively to plan their families 
until initiation of the Federally subsidized family planning program. 
As a result, unplanned and unwanted pregnancies occurred much 
more frequently among low-income women. 

The importance of family planning services to the economic well- 
being of these women has been demonstrated in a study on the costs 
and benefits of the program. The study states: 

*** nearly half of the patients of organized family planning programs are 
likely to be employed. Since almost all patients have low or marginal incomes, 
it is assumed that they work in lower paying jobs—clerical, sales. private house- 
hold service or other service. Based on these assumptions, it appears that each 
birth represents a. . . cost in the year of pregnancy... of about $1,044 in 
lost earnings alone. 

It is clear that the loss of income due to unwanted or unplanned 
pregnancy may be disastrous for a low-income woman, especially one 
supporting a family. Unplanned and unwanted pregnancies are not 
limited to low-income women, however. Because the state of contracep- 
tive technology is so grossly inadequate, all women are threatened by 
the inability to avoid unwanted pregnancies. All existing methods of 
contraception have serious flaws that make them unsafe, unacceptable 
or inefficient for some individuals. 

Part of the reason that contraceptive technology is so limited is 
that, until recently, the Federal Government would not use Federal 
funds to support research in this field. For example, in the 1950's, 
Scientists working on oral contraceptives were unable to secure the 
small sum of $300,000 from the Federal Government for initial devel- 
opment of that drug. This primitive and limited attitude has been 
greatly but not completely eradicated. It is clear that, whereas such 
research 1s now acceptable, it is clearly not a priority. Federal funding 
in this field has been limited to $39 million per year for the last 3 
years. 

Women's Equity Action League believes this figure is so low as to 
be insulting. The amounts stipulated in S. 1708 are considerably better 
but still lower than what many experts believe are necessary to support 
a reasonably adequate program that will produce new breakthroughs 
within the next few years. We would urge the Committee to increase 
the amounts designated for research to a point where they will reach 
$150 million by Fiscal Year 1975. There are few issues before the Con- 
gress at any time that have the potential to affect over 84 million Ameri- 
cans. This is the number of men and women in our century in their 
reproductive years. Virtually all are seriously affected by the course 
of contraceptive research. We urge the Congress to increase funds for 
this field and to act quickly and favorably on S. 1708. 

Thank you. 

Senator Cranston. Thank you very much. 
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STATEMENT OF VIOLET MALINSKI, CHAIRPERSON, MARYLAND 
TASK FORCE FOR REPRODUCTION AND POPULATION OF THE 
NATIONAL CAPITAL AREA OF NOW, AND REPRESENTATIVE OF 
THE NATIONAL ORGANIZATION FOR WOMEN 


Ms. MariNskr. My name is Violet Malinski of Maryland, and I 
am here today as the task force chairperson for reproduction and 
population of the National Capital Area Chapter of NOW, and 
as a representative of the National Organization for Women, a 
feminist organization of ney 40,000 volunteer women. We have & 
very strong record of political activism in the area of civil rights, 
which is what I wish to discuss with you today ; namely, the rights 
of women with regard to their reproductive lives vis-a-vis the oppres- 
sion of society and the laws. 

There are millions of poor women in the United States. Even 
though many women are employed, their average salaries qualify 
them as the “working poor.” Poverty is indeed a women’s issue. The 
Family Planning Services and Population Research Act of 1973 
was passed to guarantee poor women the opportunity to obtain birth 
control services. Prior to the establishment of the large programs 
under this act, many women in the poor or working poor category had 
not been able to get birth control services because they could not af- 
ford to see a private physician. They were therefore punished by 
society for being poor by having to choose between complete abstinence 
or pregnancy, a choice that would not be attractive to most women 
(or men, if they had to face it). Many women then, of limited income, 
were forced into pregnancy, followed by either an illegal abortion and 
the death this sometimes meant, or by the bearing of a child. 

Since the passage of this act and the establishment of the family 
planning services programs under it, 2.6 million women in need of 
subsidized family planning services have received them. However, 
there are still 4 million of our sisters who cannot afford birth control 
services and have not been able to obtain them through these sub- 
sidized family planning services programs; they need our help. There- 
fore, I agree with the legislation’s extension of the family planning 
services programs for 3 more years and with the increased au- 
thorizations to fund the expansion of services during that time. This 
is consistent with the national policies of NOW. 

I would like to suggest, however, to the committee that you increase 
the authorization for services under this bill so that men are also fullv 
covered. I believe that all men who need birth control but cannot 
afford it should be able to obtain services through this program. All 
clinics should stock condoms, and instructions on the proper use of 
them should be included in the standard services. I also think vasec- 
tomies should be available through all the programs for men who 
want them. 

As a former public health nurse I know that many young couples 
depend on condoms as their only method of contraception and that all 
too few know anvthing about the proper use of them. especially those 
in their teens. I believe that these programs, therefore, could offer 
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young men their chance to learn about responsible behavior with regard 
to controlling their own fertility. This 1s another step that must be 
taken if couples are to be truly guaranteed the right to plan their fam- 
ilies and will enable both men and women to share equally in respon- 
sibility for their own reproductive lives. 

I would like to commend this committee for making services avail- 
able to women regardless of age or marital status. I believe that very 
young women, especially those in their teens, are often forced into de- 
pendency by the birth of a child which they did not H or want. I 

ave seen 14-year-olds become pregnant because they did not have the 
money to pay for a private physician to get birth control and, even 
if they did, the Poya an would not give them any birth control with- 
out permission from their parents. This stipulation that a parent must 
give permission for a sexually active woman to obtain birth control 
services constitutes an invasion of a young women's privacy and sexual 
life; it is also another way that society punishes & young woman for 
being a woman. Young men can go to the pharmacy and purchase a 
perfectly reliable method of birth control over the counter without 
parental consent. Young women must go to a physician or clinic, since 
the only reliable methods for women require prescriptions, including 
the diaphragm, and there they are told they must have parental con- 
sent. Yet it 1s the young woman who faces the danger of unwanted 
pregnancy. This is no equitable situation. 

I also agree with the committee's stipulation that there should be no 
income or means tests for these programs. I know from experience 
that a person seeking clinic services does so because she or he cannot 
afford a private physician. I do not think that anyone who could afford 
private services would willingly sit for hours in the crowded waiting 
room of a public clinic. 

I am definitely in favor of the related health services which are 
provided through the family planning service programs, and I com- 
mend the committee for its requirement that patients be referred for 
maternal and child health and infertility services should they so 
require them. The women who need birth control services also need 
to have regular ecological checkups, pap smears, lab tests—the 
works. Since the birth control service may be the only medical service 
they receive, I am pleased that you make it as comprehensive as possi- 
ble. It is particularly important that women who are using the oral 
contraceptive or have an IUD be checked regularly so that their 
general health may be protected. 

With regard to the pill and the IUD, I would like to state that I do 
not believe that either one is particularly desirable for long-term 
usage. The complications and side effects associated with them frighten 
many women, including me. For this reason I particularlv support 
your efforts to increase the funds and priority for contraceptive devel- 
opment research. This is also consistent with the national policies of 
NOW which I would like to read at this time and insert in the record: 

The basic human right to limit one's own reproduction includes the right to 
all forms of birth control (contraception. including sterilization, and abortion), 
recognizing the dual responsibility of both sexes. We therefore oppose all legis- 
lation and practices that restrict access to any of these means of birth control 
and advocate positive measure requiring : 

That all public hospitals offer contraception, sterilization, and abortion to 
anyone requesting these services ; 

That these services be made accessible to as many people as possible by the 
establishment of a network of local public clinics ; 
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That the availability of these services be widely and continuously publicized ; 

That public funds be allocated for research into new methods of contraception, 
sterilization, and abortion which would increase their safety and availability. 

I also want to suggest that your committee report should stress that 
a male method should be developed which is as easy to use as the oral 
contraceptive and the IUD. It is also my hope that a method of birth 
control will be developed which is safe, easy to use, inexpensive and 
sold over-the-counter for women so that we could avoid the whole 
parental consent controversy. 

Finally, I would like to comment on section 1008 of your bill. I do 
not believe that abortion is a method of family planning; I do not 
know of any woman's organization which sees abortion as a substitute 
for contraception. However, I would like a clarification of 1008. Would 
it prevent abortions which are necessary to preserve the life or the 
health of women and in the instance of contraceptive failures? If 
section 1008 would proscribe the use of funds for these therapeutic 
abortions, then I must oppose it and demand that it be stricken from 
the bill. It is the national policy of NOW that we oppose all legisla- 
tion which restricts access to abortion. 

I realize that the costs for therapeutic abortions would be more 
than the costs of birth control, so I would suggest that you attach . 
additional funds for these purposes. 

I would also like to say that if this section excludes the use of 
funds for pregnancy testing and counseling since these are vital to 
us, I would oppose this section. If a woman comes to a birth control 
clinic for services, and is found to be pregnant, I do not think she 
should be thrown out into the streets without being advised of the 
alternatives that are possible for her, including abortion or residential 
homes for unwed mothers. If section 1008 would proscribe the use of 
funds for pregnancy testing and counseling of this nature, then I 
would also have to oppose it on NOW national policy grounds. I 
would ask instead that you specifically add pregnancy testing and 
counseling to the list of services available under this act. 

Finally, I would urge that section 1008 be stricken if it affects the 
research program in any way. It is my hope that research on men- 
strual extraction will soon prove it to be safe or that some other meth- 
od will soon be discovered that will make what we know today as 
abortion an obsolete word. I do not know of any group but the right- 
to-life group backed by the National Catholic Conference and the 
bishops which wants to hamstring researchers by prohibiting them 
from doing research which may lead to the discovery of something 
which may be described as abortifacient. I believe this would greatly 
hamper scientists in their efforts to find new contraceptive methods 
of any kind. 

That completes my testimony on S. 1708, Mr. Chairman. However. 
I would like to direct some comments to you. I came here today in good 
faith to testify on the familv planning bill. I did not intend nor did 
I suspect that anvone would be allowed to make this a forum concern- 
ing abortion. the proposed constitutional amendments on abortion or 
the proposed hospital prohibitions on abortion and sterilization. I do 
not know much about legislation, but I do know that this is not & ju- 
diciary committee and that vou do not have jurisdiction over consti- 
tutional amendments. I have been greatlv disturbed bv the fact that 
you have allowed a hearing on family planning services and contra- 
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ceptive research to be taken over by anti-abortion groups, primarily 
the right-to-life groups. You have allowed them to co-opt this hearing, 
to shift the focus from the really important services and research and 
to harangue us for hours. You should have ruled them out of order 
and sent them home. I think it is obvious that they are trying to use 
their stand on abortion to sink this entire bill. It is obvious they do 
not care about what happens either to the women who are already 
receiving these services or to those yet to be served. 

It is obvious they do not care about the pain and suffering that will 
be caused if clinics are closed and women turned &way from birth 
control services. In fact, the right-to-life groups have distinguished 
themselves in their lack of concern about life; I mean the right to a 
decent life by those who are already living. I looked at them and I did 
not see anyone who had worked for peace in Vietnam. I did not see 
anyone concerned with the innocent lives of women and children 
that were destroyed in that war. Where were they when we were trying 
to stop the war? The Catholic bishops refused to pass a stop-the-war 
resolution at any time. Apparently the right-to-life groups reflect this. 

And now, where are the right-to-lifers on the poverty issue? I have 
not seen any right-to-life literature urging the preservation of pro- 
prom. started during the last decade for the improvement of education, 

ealth, and housing for the poor. Again I am not aware of any reso- 
lution passed by the bishops calling on President Nixon to end his 
war on the poor women, men, and children of this country. 

I know where the bishops stand on equal rights for women. We 
have met their opposition in State after State. Here, too, I have not 
seen any right-to-life literature urging support of the equal rights 
RE ene so I must assume again they reflect the stand of the 

ishops. 

The National Organization for Women is a civil rights organiza- 
tion; we strive to develop and to free individuals from those factors 
in society which suppress them. I could sit here and agree that abor- 
tion should be prohibited, after all, economically speaking, we need 
an oppressed class in this country. Because ethnic and racial minority 
groups refuse to serve this function any longer, the next logical group 
to oppress is women. How can society better shackle women and young 
girls than to strip them of their newly gained right not to carry a 
fetus implanted in their wombs against their wishes? 

Instead we support the enlargement of the freedoms of the indi- 
vidual. We have taken strong stands against the war. One of our top 
priorities this year is the preservation of existing programs and de- 
velopment of new ones to combat poverty. We are working extremely 
dee Si equal rights for women of all ages, races, religions, and 
creeds. 

The right-to-life groups are for enslavement. Compulsory preg- 
nancy and child-bearing is 9 months and 18 years of slavery. They are 
not a civil rights group. They work to limit the rights of women and 
of the young; traditionally, the most suppresed members of our so- 
ciety, even though a majority. They strive to mesh church and state, 
theology and law. They seek prohibitions on research, prohibitions on 
hospitals, even prohibitions in the constitution. 

We realize that the Senate is an all-male body. We realize that 
none of you can ever know the terror of unwanted pregnancy and il- 
legal abortion. We can only rely on your good will and on that of the 
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other Senators to protect our rights, to keep abortion a matter of 
personal conscience between a woman, her physican and her counsel- 
lor. We ask that you help us keep matters of individual choice out of 
the laws. We ask that you help preserve our freedoms from those who 
wish only our bondage. We intend to fight them all the way, but the 
ultimate decisions vill be in your hands. We need your help to main- 
tain freedom and dignity for women and their families in this country. 

Thank you. 

Senator Cranston. Thank you very much. 

I would like to say that I do not think any individuals or groups 
have taken over this hearing. This is a public forum, open forum, and 
all people, and all groups who feel that they have views that they want 
to pon on this legislation or other legislation, when other legislation 
is being considered are welcome to present their views. 

We do not know what those views are beforehand often. We have 
no right to censor these views, and we simply take into account what is 
said, where it is relevant to legislation. Where it is irrelevant, perhaps 
it is the responsibility of other committees and should be presented to 
the appropriate committee. But we cannot censor obviously. 

We are delighted to have different viewpoints that people wish to 
express on pending legislation. 


STATEMENT OF MS. CAROL BURRIS, PRESIDENT, WOMEN'S 
LOBBY, INC. 


Ms. Burris. I am Carol Burris, president of Women’s Lobby, Inc. 
The Lobby is a national organization with affiliates in 40 States and 
we work solely on women’s legislation. We appreciate the PoF 
to give you our views today and on an issue that concerns all women. 

Because women bear children, and are socialized to rear them, often 
without any supportive services like child care, women cannot pre- 
tend to any freedom until they can control their reproductive lives. 
This country is terrifying in its socialization of women into a rigid 
role, but the most terrifying aspect of this role is the pronatal atti- 
tude women are taught. We are asked when we will have children, 
not if. Women without children can have no joyous experiences in this 
mythology. 

Nowhere is this attitude more prevalent than in family planning. All 
contraceptives are designed to be used until one wants to be pregnant— 
completely ignoring the fact that the majority of women’s lives are 
spent fertile and not wishing conception. This points up the nature of 
the administration’s proposal to make this essentially a welfare serv- 
ice: surely women other than the poor can have all the children they 
might have. Only when the question of public funds are involved do 
we believe in setting limits. All women need these health services and 
all women are entitled to use services provided with their tax moneys. 

Here we are discussing providing the services that are already avail- 
able. Let us discuss the research that needs to be done. A close friend 
of mine is a cardiologist. She often points out that she is paid very 
well in an expanding field to do research on disease that primarily 
affects well-paid white men. I think the signs are clear to all of us 
that if the U.S. Senate Members could be pregnant, this bill would 
havo little opposition. 
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Contraceptive research is at an infantile stage. Birth control pills, 
the peak of our research so far have so many contraindications that 
they strike me as analogous to the bleeding techniques of the Middle 
Ages as medicine. What other medicine that is taken daily has, as a 
possible side effect, death ? When all the reports of a male contraceptive 
pill report that it was dropped because men could not drink while 
taking it are compared to the reports of clotting, headaches, and 
stroke, the sexist implications are clear. 

There is no current method that does not have its failures so more 
research is badly needed. In self-help clinics across the country, 
women in the women's movement are examining their own cervixes 
for infection. They are also using a suction method of menstrual extrac- 
tion for contraception. There is certainly debate about whether this 
method is safe or not. But it points up a hole in medical knowledge and 
research by a sexist medical. profession who remark on the need for 
“motivated” women. In my opinion, if more research is not funded, we 
will see more of this self-experimentation, by women, on themselves 
and other women, due to a failure of medical institutions and congres- 
sional institutions to address themselves to this problem. 

Since these hearings are about family planning and not about abor- 
tion, it becomes even more important to talk about the methods that 
can be used to prevent conception. A free and frank discussion of new 
contraceptives gives alternatives and more protection to those who 
oppose abortion. Renewing this bill and providing public health serv- 
ices in this area to women should also help to demystify virginity. This 
is particularly important for the sexually active young women who 
think that all current contraceptives mean a conscious decision. A 
decision this society prevents women from making rationally when it 
socializes them to believe that only men want sex and make sexual 
overtures. Combined with the mythology that every woman wants 
babies, this provides a powerful stimulus to pretend that no precau- 
tions are needed. 

In conclusion, I would urge the committee to provide for the con- 
tinued funding for title X of the Public Health Service Act. Anything 
less would be unfair to the majority of the population—a majority 
that has no representation on this subcommittee or in the whole of 
the U.S. Senate. 

In conclusion, I would like to say that I think this panel and the 
preceding one were all women and that they are indeed a concerned 
group, and it was interesting that the right to lifers had a panel who 
had so many men who felt they could tell me what I should do; I 
would not deign to tell them what they ought to do. 

Senator Cranston. Thank you very much. 


STATEMENT OF WINONA BANISTER, VICE PRESIDENT, YOUNG 
WOMEN'S CHRISTIAN ASSOCIATION 


Mrs. Banister. My name is Winona Banister—I am serving as vice 
president-at-large of the Young Women's Christian Association an 
organization representing some 215 million members and participants, 
including 800,000 women in the child bearing years. 

As a women's movement, concerned with the multiple dimensions 
of women's lives, we have had since the 1930's, a strong emphasis on 
the need for family planning services to be available on a voluntary 
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basis to all women, the poor and affluent alike. We have viewed the 
right of citizens to secure the services, which are fundamental to hu- 
man survival and quality of life, as essentia] to the attainment of a Just 
and open society for all people. Along with opportunities for adequate 
housing—quality education suitable employment—and a life style 
conducive to physical, emotional and spiritual health, there must be 
open access to information and services related to family planning and 
responsible parenthood. We believe human values and human rights 
must be kept in the forefront of all policy decisions related to the 
voluntary limitation of population. 

As a pluralistic women’s organization, the YWCA includes a di- 
verse racial, religious and socio-economic constituency. Our concern 
in educating family life has been to reflect the differing creeds, mores 
and life styles represented among us. We have stressed the right of 
each woman to freely make decisions about child bearing and the 
ethical and moral dimensions of this decision. 

The concern of the YWCA has been increasingly centered on the 
needs of teenagers for sex education and family planning informa- 
tion. “The Report of the Commission on Population Growth and the 
American Future" alludes to the recent study of unmarried teenagers 
although 14 percent of the 15 year olds and up to 44 percent of the 19 
year olds reported having sexual relations, only 20 percent used con- 
traception regularly. In 1970 approximately 180,000 babies were born 
out-of-wedlock to teenage mothers. 

The YWCA’s National Resource Center on Women has been con- 
ducting a teen counseling project, in cooperation with the Bank Street 
College of Education, documenting the needs of teen women— 2,000 
teens representing a spectrum of geographical, age. racial and social 
strata responded through questionnaires and workshop sessions. The 
greatest need for help was in sex education. including information on 
contraceptives. The study. which is to be published this summer, high- 
lights these facts: *sex education is not available in my school." *sex 
education classes provide incomplete information." *birth control in- 
formation cannot be given.” “parents tend to withhold information." 
“parents are judgmental rather than informative.” The study points 
anew the need for well informed. sensitive and compassionate help for 
teens on the part of the parents. teachers. religious leaders, and social 
agencies. The YWCA believes that teens not. only need sex education 
but information on birth control as a part of their training for respon- 
sible parenthood. The YWCA will be stepping up its efforts to pro- 
vide counsel and referral to teens and parents. but adequate family 
planning services with comprehensive medical/health components 
are lacking in far too many communities. We with other organiza- 
tions and agencies who are concerned with the physical, social and 
spiritual health needs of the young people in today’s world could be 
much more effective 1f the kind of comprehensive services envisioned 
in this legislation were available. 

While we have been greatly encouraged by their recent growth of 
family planning services. spurred on by Federal funds, and at the 
potential for further growth in response to urgent community needs. 
we have been most discouraged bv the record to-date of the limited 
use of available funds by State health and welfare agencies for fam- 
ily planning services. The poor and sporadic record of medicaid and 
title IV is not reassuring either. The restriction of family planning 
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funds in title IV and the income limitations in medicaid both seem 
to eliminate a large number of working poor and lower income women 
who would otherwise have access to services. Most discouraging is the 
administration's proposal to give block grants to States for health 
services. This would appear to further diminish the chance for ade- 
quate assistance to the family planning and information services 
while the research and training programs are completely omitted. 
Also in the new HEW regulations, the implication seems clear that 
family planning is to be used principally as a service for welfare 
mothers—a tool to reduce family size and speed these women into 
employment. 

t our most recent National Convention in March of this year, the 
delegates through our National Program for Action reaffirmed our 
intention to “ensure the availability of adequate services in sex educa- 
tion, family planning, and programs of education on population 
that are non-sexist and non-racist." The YWCA believes the extension 
of Federal appropriations for family planning services and popula- 
tion research is urgent and we strongly support the basic provisions of 
this bill. It assures a more comprehensive approach for making quality 
service readily available to all women in both rural and urban settings. 
We particularly support the need for assistance to expand and coordi- 
nate the research program for we are on the threshold of new learnings 
in the fields of human reproduction and population dynamics. Assist- 
ance for manpower training programs to assure the delivery of quality 
services is imperative and the need for the development of educational 
materials and information services has been constantly documented. 

We appreciate this opportunity to report to you our concerns and 
our support of the basic provisions of this bill. We admire your 
stamina in making this hearing open to all of us and your patience in 
listening to all groups, whether you agree with their position or not. 
Thank you. 

Senator Cranston. Thank you very much. I appreciate those kind 
words. I am grateful for your testimony. I want to thank each of you 
and the other panels again for your testimony. This panel has about 
five minutes left, so is there anyone else here who would like to say 
something? Or do you have anything to add? 

Mrs. Banister. I would simplv add in the course of the conversation 
in relation to abortion, the YWCA has worked for repeal of abortion 
laws, and was very pleased with the Supreme Court decision. We be- 
lieve abortion is a medical procedure and not a method of family 
planning, and this is the reason why it does not appear in our report 
as part of our testimony. 

Senator Cranston. Thank you very much. If there is nothing more 
for the record at this point, this hearing stands adjourned. I thank each 
and all of you for your patience and interest. 

[| Whereupon, at 5:42 o'clock p.m. the hearing was adjourned.] 
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FAMILY PLANNING SERVICES AND POPULATION 
RESEARCH AMENDMENTS OF 1973 


WEDNESDAY, MAY 23, 1973 


U.S. SENATE, 
SreciaL SUBCOMMITTEE ON Human RESOURCES, 
Washington, D.C. 


The subcommittee met, pursuant to notice, at 10 a.m. in room 4232, 
Dirksen Office Building, Senator Alan Cranston, chairman of the spe- 
cial subcommittee, presiding. 

Present : Senator Cranston. 

Committee staff members present: Jonathan R. Steinberg, counsel to 
the subcommittee ; Louise Ringwalt, research analyst ; Sie Cutler, 
minority counsel. 

Senator Cranston. The hearing will please come to order. 

Iapologize for the delay in getting started. 

This morning the Special Subcommittee on Human Resources will 
conclude hearings on S. 1708, the proposed family planning services 
and population research amendments of 1973, d Federal family 
planning programs, which began earlier this month. Hearings were 
held on May 8, 9, and 10. 

When the administration appeared on May 8, it presented to us its 
prepared testimony barely 1 hour before the start of the hearing. Thus, 
we were unable to ask ie kind of detailed questions we felt neces- 
sary and have arranged this hearing this morning for the specific pur- 
pose of pursuing those matters covered or not covered in the adminis- 
tration's testimony in chief presented on May 8. 

Very substantial testimony was presented in the earlier hearings 
that the administration's proposal to eliminate project grants under 
title X of the Public Health Service Act would inevitably result in a 
substantial decrease in family planning services supported by the 
Federal Government, I intend to pursue this at length with the admin- 
istration witnesses this morning. 

I also want to reiterate concerns I expressed in my opening state- 
ment on May 9 about the apparent underlying philosophy that Federal 
Government participation in the provision of family planning services 
be ultimately limited to welfare clientele. Such an approach attempts 
to walk a highly tenuous and perilous tightrope between the need for 
services for those who cannot afford them, on the one hand, and, on the 
other, the great concern that exists in minority groups and other pover- 
ty communities that some people have a hidden agenda for Federal in- 
volvement in the provision of family planning services—namely, 
“family planning is fine for the black, the brown, and the poor, who 
already drain too much of our economic resources through poverty 
programs, welfare payments and services, and other special programs.” 

I categorically reject any such agenda—hidden or otherwise—and 
any such philosophy. 

Although I agree that our primary obligation is to get quality 
services to those who can least afford them, I cannot endorse a policv 
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which identifies the major Federal family planning effort with the 
elimination of poverty and the public assistance program. I recognize 
that these sorts of distinctions are not easily made. In many respects 
it is a question of tone and program emphasis. But the underlying 
rone is of critical importance, and we must not lose sight of it merely 

ecause it is a complicated problem not susceptible to facile resolution. 

I think the administration's proposal raises these and other ve 
serious questions, but at the same time I am hopeful that throug 
these hearings and through attempts to accommodate our disparate 
positions, it may be possible to work out legislation which the admin- 
istration will be willing to accept extending title X of the Public 
Health Service Act. 

Our witnesses this morning are Dr. Henry Simmons, Deputy Assist- 
ant Secretary for Health and Scientific Affairs, Department of Health, 
Education, and Welfare; accompanied by Dr. Louis Hellman, Deputy 
Assistant Secretary for Population Affairs: Dr. Carl Shultz, Director. 
Office of Population Affairs; Dr. Philip Corfman, Director, Center 
for Population Research, National Institute of Child Health and 
Human Development, National Institutes of Health; and Mr. Walter 
Bogan, Director, Office of Environmental Education, Office of 
Education. 

I welcome each of you to the hearing. I understand that you have 
a memorandum to place in the record. 


STATEMENT OF DR. HENRY SIMMONS, DEPUTY ASSISTANT SECRE- 
TARY FOR HEALTH AND SCIENTIFIC AFFAIRS, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE, ACCOMPANIED BY DR. 
LOUIS HELLMAN, DEPUTY ASSISTANT SECRETARY FOR POPU- 
LATION AFFAIRS; DR. CARL SHULTZ, DIRECTOR, OFFICE OF 
POPULATION AFFAIRS; DR. PHILIP CORFMAN, DIRECTOR, CEN- 
TER FOR POPULATION RESEARCH, NATIONAL INSTITUTE OF 
CHILD HEALTH AND HUMAN DEVELOPMENT, NATIONAL INSTI- 
TUTES OF HEALTH; AND WALTER BOGAN, DIRECTOR, OFFICE OF 
ENVIRONMENTAL EDUCATION, OFFICE OF EDUCATION 


Dr. Srwwoss. Yes, we do. Thank you, Mr. Chairman. 

We would like to enter for the record the following statement: 

We understand that a suggestion has been made to the Subcommittee 
on Human Resources which is currently holding hearings on S. 1708 
that section 1008 of title X which prohibits abortion as a means of 
familv planning be strengthened to specifically prohibit research on 
abortifiacient drugs. We feel that this prohibition, if enforced pre- 
cisely, would seriously damage much research at the NIH simply 
because many important drugs have an abortifacient effect in humans 
and animals. Examples include most of the effective drugs against 
cancer (antimetabolites, alkvlating agents, and certain antibiotics), 
the ergot alkaloids (some of which are effective against headache). a 
maior class of antibacterial agents (tetracvcline), and prostaglandins 
(which show promise in treatment of hypertension, asthma, and 
duodenal ulcer). 

We would enter that for the record, Mr. Chairman, and we are 
prenared to answer whatever questions you might have. 

[The information referred to and subsequently supplied follows:] 
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RO db Ta dam XT DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
a M D ` 
LN ORXAN D UM PUBLIC ziEALTH SERVICE 
NATIONAL INSTITUTES OF HEALTH 


TO : Deputy Assistant Secretary for Health, DHEW DATE: May 22, 1973 


FROM : Acting Director, NIH 


SAIT: Tne Suggested Prohibition of Research on Abortifacieat Drugs 


The 1971 DHEW Appropriations Act included the statement that "The 
Committee of Conference is agreed that, ín population research, the 
prohibition in Ticle X of abortion as a method of family planning 
should not be construed so as to prevent scientific research into 
the causes of abortion and its effects." NIH has achered to this 
ruling. 


We understand that a suggestion has been made to th: Subcommittee 

oz Human Resources which is currently holding Hearings on 8. 1708 
that this prohibition be strengthened specifically so prohibit 
research on abortífacient drugs. We feel that this orohibition, 

if enforced precisely, would seriously damage much research at the 
NIH sirply because many important drugs have an abo-tifacient effect 
in humans and animals. Examples include most of the effective drugs 
against cancer (antimetabolites, alkylating agents, and certain anti- 
biotics), the ergot alkaloids (some of which are erzective against 
headache), a major class of antibacterial agents (c-tracycl ine), 

and prostaglandins (which show promise in treatment of hypertension, 


asthma, and duodenal ulcer). 
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Senator Cranston. All of the questions I have will be given to you 
as a group, and whoever deems it appropriate may answer. 

First let me say that while I do believe that family planing services 
are well within the definition of preventive health services, and should 
be made available under all health programs supported by the Fed- 
eral Government, I do not approve of a total reliance on medicaid and 
title IV-A, as you suggest, as the Federal Government's means of ful- 
filling its commitment to make these services available. 

However, I do think these two third-party payment programs have 
an important role in providing services to the 6.6 million women HEW 
estimates want services and are unable to afford them. This is one of 
the reasons I feel the position of the Assistant Secretary for Popula- 
tion Affairs should be in the Office of the Secretary rather than under 
the Office of the Assistant Secretary of Health and Scientific Affairs. 

The family planning head must be able to coordinate programs un- 
der the Social and Rehabilitation Service (SRS) authorities as well 
as under traditional Public Health Service (PHS) Act authorities. 
The administration's suggestion that even more puede be placed on 
SRS seems to me a strong argument for placing the Assistant Secre- 
tary inthe Office of the Secretary. i. 

How do you see the present Deputy Assistant Secretary position 
functioning vis-a-vis expanded SRS programs bearing the major share 
of family planning activities if he remains within the Office of the 
Assistant Secretary for Health and Scientific Affairs who has no di- 
rect responsibility wer SRS? 

Dr. SiMMONS Mr. Chairman, two answers to that question. First of 
all, both we in the Office of the Secretary and the present incumbent. 
Dr. Hellman, feel that the present arrangement is satisfactory and will 
enable a viable, vigorous, and healthv effort in population affairs. 

The problem of responsibility in Social Security Act programs and 
insurance and payment mechanisms is currently under study by the 
Secretary of HEW and the Assistant Secretary of Health and the 
heads of the other two agencies. 

Senator Cranston. When will that study be presented ? 

Dr. SrwMoNs. That has already started, and we think within the 
next 3 or 4 weeks the recommendation will be in on that. We expect in 
HEW to arrive at a satisfactory resolution, so the appropriate people 
have input on questions of insurance coverage and what is paid for. 

Senator Cranston. We really need that before we can evaluate your 
proposal. 

Dr. SiwMows. Already, as you know, the Assistant Secretary of 
Health has been delegated the policy responsibility and ability to 
give policy input into those two programs. 

Senator Cranston. How does the Deputv Assistant Secretary for 
Population Affairs impact on the whole HEW legislative picture? 

Dr. Simmons. He would have the kind of input appropriate to his 
area of concern. as he has today. 

Senator Cranston. But he has no direct line responsibility over 
SRS, does he? 

Dr. Simmons. No, he does not, but what is being anticipated by the 
Secretary of HEW is to create a mechanism whereby the Assistant 
Secretary of Health and his designated associates will be able to have 
adequate health input in the development of Federal health insurance 
programs. 
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: err Cranston. Can that report be made available to us by 
une 15 

Dr. Groe, I cannot say the exact date, Mr. Chairman, but I am 
sure that a report will be made available to this committee. 

Senator Cranston. Could you explore, after this hearing, when it 
will be made available, and let us know ? 

Dr. Simmons. Yes. 

[ Dr. Simmons subsequently advised the subcommittee that the study 
referred to is not yet available.] 

Senator Cranston. Dr. Hellman, would you explain your various 
departmentwide coordination responsibilities. For example, your office 
is supposed to have a coordinating authority over FDA’s regulatory 
functions relative to contraceptive drugs and devices. How exactly 
does that work? Do you encounter difficulties which would be ameli- 
orated by stronger or additional legislative authorities? 

Dr. HRLLATAN. No. sir, I have a weekly staff meeting. At that staff 
meeting a man from FDA attends. I am often called on for advice by 
FDA. I think we have splendid cooperation there. 

Senator Cranston. As far as FDA is concerned, you just call upon 
them for advice, but you have no actual coordinating authority ? 
ED HrLLMAN. No. I have coordinating and line authority over 

Dr. SrwMows. There is no question about that, Mr. Chairman. Dr. 
Edwards has line authority over the five health agencies, and Dr. 
Hellman as deputy assistant secretary in this position would have that 
same line authority as appropriate. 

Senator Cranston. Does he in fact have that authority ? 

Dr. SrwMows. He has it right now. 

Senator Cranston. Apart from what is to me an apparent need 
for an increase in funding levels and more program visibility, would 
you care to give some opinions as to how the population research 
program could be strengthened ? Have you encountered any difficulties 
with the present administrative arrangements in that regard? 

Dr. HELLMAN. I have encountered no administrative difficulties 
either in coordination or exercising line authority with the Center 
for Population Research or the National Institute of Child Health 
and Human Development. As a matter of fact, our relationship has 
been extremely close. 

Dr. Corfman comes to my weekly staff meeting. We are not in 
daily contact but perhaps communicate two or three times a week. The 
policies that he sets are discussed with me and changed as I think 
they ought to be changed, so that I have no problem there. 

Senator Cranston. Does Dr. Corfman serve as a special assistant 
to you? It was indicated that would be the case during consideration 
of the Tydings bill. | 

Dr. Hetuman. I do not remember that Dr. Corfman was specially 
designated as a special assistant. But he is the Director of the Center. 
and I have line authority over Dr. Corfman's activity. 

Senator Cranston. Does he serve as a special assistant to you? 

Dr. HeLLman. Yes. I would say I have never classified him as that. 
but hecertainly prepares things as an assistant would. 

Senator Cranston. There was a letter stating that he would be 
designated as a special assistant. 
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Dr. HxLLMAN. He is not so designated. 

Senator Cranston. Do you know why that is? 

Dr. HELLMAN. I see no reason for that designation. 
Senator CRANsTON. Why was the letter written saying that would 
be done? ` 

Dr. HELLMAN. I do not remember the letter. Oh, you are referring 
to the two special assistants; not Dr. Corfman. 

That was the plan originated in 1970 actually as I was coming 
down here and which we were to have two special assistants, one to 
act as liaison between the National Institutes of Health, Dr. Marston's 
staff, and me, and one to act in the Health Services and Mental Health 
Administration as liaison between Dr. English's staff and me. 

When I got down here, in order to act quickly, we appointed con- 
sultants rather than special assistants. We had a trial period of using 
these consultants. As you remember, I had Dr. Sheldon Segal and 
Dr. Moye Freyman. 

This appeared to be an administratively cumbersome procedure 
in that it interspersed somebody between me and my agency director. Y 
did not need anybody interspersed there. nor did I need anybody to 
talk for me to Dr. Marston or Dr. English. I could do this myself. So 
that we did not follow through on that procedure. 

The letter was a letter of intent, sir, and I do not think it was ever 
meant to cast my administration in concrete. 

Senator Cranston. The letter was from Creed Black, dated March 
17, 1970, to Senator Eagleton, and the letter states as follows: 

[The letter referred to and subsequently supplied follows ` 


THE UNDER SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE, 
Washington, D.C., March 17, 1970. 
Hon. THOMAS EAGLETON, 
U.S. Senate, 
New Senate Office Building, 
Washington, D.C. 


DEAR SENATOR EAGLETON: Roger Egeberg and I appreciated the opportunity 
to meet with you last week. As we indicated to you then. the Department is 
eager to proceed with the plan this administration has developed to increase the 
productivity of population research, particularly in the area of contraceptive 
development, and to expedite the delivery of family planning services to those 
who want but cannot afford them. 

We recognize that the committee has reason to be impatient with the Depart- 
ment because of a history of unfulfilled promises. It is because we share this 
impatience and are interested in results that the Secretary has appointed Dr. 
Louis M. Hellman as Deputy Assistant Secretary for Population Affairs. 

In collaboration with the operating agencies. Dr. Hellman has worked out a 
new organizational plan which has the full support of the Secretary and Dr. 
Egeberg. Briefly, it provides that the responsibility and authority for all the 
Department's programs in population and family planning will be centered in 
Dr. Hellman's office. Some of the specific features of the plan of interest to the 
committee are these: 

Dr. Hellman will have line authority over both the research program of the 
Center for Population Research and the services program of the National Center 
for Family Planning Services. 

This authority will he exercised through two officials of his selection who will 
have dual appointments. One will be Assistant Director of NIH for Population 
Research. The other will be Assistant Administrator of HSMHA for Family 
Planning Services. Both will also serve as special assistants to Dr. Hellman. 

In addition, Dr. Hellman will have line authority over other activities in the 
Department which relate to the population field, such as the Food and Drug 
Administration's work with oral contraceptives. 
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The budget items for population activities would be assembled as a special 
category within the Department's budget presentation and would be defended 
by the Deputy Assistant Secretary for Population Affairs as the first individual 
health item to be considered immediately following the testimony of the Assistant 
Secretary for Health and Scientific Affairs. 

With line authority, Dr. Hellman will of course have the staff resources of 
both the research and service centers at his disposal. In addition, however, he 
also plans to strengthen the staffing of his immediate office. 

As you know, Dr. Hellman has been spending several days a month in the 
Department even though he will not join us on a full-time basis until May 1. 
He has had numerous discussions of his plans and goals with the heads of the 
operating agencies. They have agreed in principle to the organizational structure 
outlined here and are working with him to move forward rapidly. 

Dr. Egeberg and Dr. Hellman both believe that valuable time would be lost 
by stopping now to consolidate both research and services in a single center as 
proposed in S. 2108. They are convinced that the administrative problems 
resulting from the kind of reorganization would inevitably slow progress toward 
the goals this Department shares with your committee. 

As Dr. Egeberg told you so forcefully, however, he and the Secretary and 
Dr. X:ellman are all committed to getting results. If the organizational plan they 
now favor is found inadequate, you may be sure that they will not hesitate to 
sav so and work with the committee in trying to find a better one. 

In closing, I should explain that I am writing you because Secretary Finch 
is ill and Dr. Egeberg is out of the country. I assure you and the committee, 
however, that I speak for them on this matter. If there are further questions 
about the Department's plans, we would be glad to discuss them with you. 

Meanwhile, thank you on behalf of the Department for the opportunity you 
have given us to share with you our plan for progress in the population fleld. 

Sincerely, 
CREED C. BLACK, 
Assistant Secretary for Legislation. 


Dr. HELLMAN. Yes, sir, that was the plan. As I have tried to ex- 
plain to you, that was an administratively cumbersome and not very 
effective way to run my office, because it interspersed somebody be- 
tween me and the people I directed. 

Senator Cranston. I am just baffled by the fact that the letter was 
written stating that would happen. 

Are you still holding to your 5-year plan strategy for the conduct 
of research? For example, will you possiblv have to drop one success- 
ful approach in favor of another because of lack of funds? 

Dr. HELLMAN. No, sir, I would rather have Dr. Corfman talk about 
the strategy, but we are not going to drop any program at the present 
time. 

Senator Cranston. Good. I do understand—could you shed any 
light on this—the Department of Health. Education, and Welfare 
was considering dropping its strategy and support for the centers in 
order to create funds for individual research, although that program 
has been a great success. Has that idea been dropped ? 

Dr. HELLMAN. Dr. Corfman. 

Dr. ConrMaw. That was an inaccurate report of what occurred at 
the meeting, Senator Cranston. I never said at the meeting that we 
intended to drop our centers program. We intended to keep it together. 

The amount of money we expect to spend for 1974 for the centers 
will be the same as in 1973. 

Dr. HELL MXN. We have seven centers now. The number has increased 
each vear. although not as quickly as we would have liked. 

Senator CRANsTON. How many dollars are we talking about? 

Dr. HELLMAN. $2.5 million. 

Senator Cranston. Is that the amount for 1974? 
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Dr. HELLMAN. Yes, sir. 

Senator Cranston. It is standing at the 1973 figure in 1974? 

Dr. HELLMAN. Same figure. 

Dr. CoxrMAN. That is just a projected figure. It depends on the ap- 
plications we get and how they are reviewed. So far our centers pro- 
gram has not been compromised by the flattening in our budget. 

Senator Cransron. I understand the Department of Health. Edu- 
cation, and Welfare is proposing to dismantle the Health Services and 
Mental Health Administration. I am concerned about the administra- 
tion of the family planning funds. What is going to happen to the Na- 
tional Center for Family Planning Services? Is it going to continue? 

Dr. Simmons. That ıs currently part of the reorganization, Mr. 
Chairman. As you know—and those decisions are being made right 
now—we plan to have, whatever the final form of the organization, a 
healthy family-planning effort in the Federal Government in HEW. 

Dr. HELLMAN. I have heard no indication that the Center is going to 
be disbanded, Senator Cranston. 

dr ad Cranston. Is that going to be submitted for legislative 
action 

Dr. Srumons. No; it is administrative. It is within the authority of 
the Secretary of HEW. 

Senator Cranston. When will there be a decision on the exact 
status of the Center in that reorganization? 

Dr. Stumons. We are hoping to have many decisions made by July 
1, and then there will be a more detailed decision that will take a 
number of months after that. 

Senator Cranston. I would appreciate it if you would let the Sec- 
retary know we are particularly interested in that, and let us know 
the time action will be taken. 

[Dr. Simmons subsequently advised the subcommittee that the de- 
tails of the reorganization are still not determined.] 

Senator Cranston. Will the Center have a line relationship to the 
Deputy Assistant Secretary for Population Affairs? 

Dr. Simons. The detail of that whole reorganization is still not 
determined, Mr. Chairman. We are trving to find a most effective way 
to spend the Federal health dollar to help the most. people. 

Senator Cranston. If you would answer that clearlv for the record 
when you can answer it. 

[Dr. Simmons subsequently advised the subcommittee that the de- 
tails ^f the ranreanization are still not determined. ] 

Senator Cranston. Moving on to matters of the numbers of indi- 
viduals served, current HEW figures indicate that 1,959,000 patients 
are served in organized programs and 1.2 million are served by pri- 
vate physicians. How many persons are served by title X grants? 

Dr. Simmons. In the current year it is 1.7 million, Mr. Chairman. 

Senator Cranston. What is the funding level derived from title X 
authorizations now ? 

Dr. SiMMoNs. At the present time it is $79.5 million for services 
project grants. 

Senator Cranston. How manv persons are served by project grants 
authorized by title V of the Social Security Act? 

Dr. Simmons. About 300,000. 
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Senator Cranston. Could you submit that for the record ? 

Dr. Simmons. Yes, we will. 

[The following information was subsequently supplied by Dr. 
Simmons. ] 

Project grants authorized by title V of the Social Security Act served about 
300,000 individuals during fiscal year 1973. 

Senator Cranston. What funding level do you attribute to title V 
project: grant sources? 

Dr. Suuttz. Senator, in the current fiscal year approximately $19 
million is attributable to title V project grants for family planning 
services. In addition to that there is about $4.5 million of maternity 
and infant care project grant money which is associated with the 
provision of family planning services. 

Senator CRANsTON. How many persons are served by programs now 
supported by OEO ? 

Dr. Succ It is estimated that approximately 250,000 persons are 
now served by OEO projects. 

Senator Cranston. What funding level is attributed to these OEO 
programs? 

Dr. Suurrz. Approximately $15 million. 

Senator Cranston. The administration proposes not to extend title 
V project grants and has announced its intention of terminating OEO; 
$15 million of the $122 million requested for family planning services 
projects in fiscal year 1974 is explained as covering transferred OEO 
programs. 

How many patients do you contemplate organized programs can 
serve with this total Federal allocation of $192 million for organized 
programs in fiscal year 1974? 

Dr. Snuvurrz. Our estimate is that this would provide services to 1.9 
million individuals in organized programs. 

Senator Cranston. Dr. Simmons, in your prepared statement you 
said that the 720 counties shown to be without organized family plan- 
ning services are mainly in rural areas and contain less than 10 percent 
of the women who might need subsidized services. Do vou believe 
medicaid or title IV-A is capable of providing services to the 10 per- 
cent in these areas? | 

Dr. Srumons. We think so, yes, Mr. Chairman. 

Senator Cranston. Do vou have any statistics showing the effective- 
ness of medicaid or title IV-A as a means of reaching women in these 
areas? While your statement reports that 90 percent of the counties 
have some form of organized family planning services, do you have any 
reports that indicate the degree of accessibility of these services to the 
individuals in the target group? 

Dr. SrwMows. In those counties? 

Senator CRANSTON. Yes. 

Dr. SiwMows. No, we do not. We do know manv of those people 
are within range of an adjoining county that would really be in their 
service area. Many of those counties which currently do not have a 
facility within them have a population so small that the program 
would not be economically viable. Some of these counties have private 
physicians who could provide family planning services. 
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Senator Cranston. In your prepared statement you say that 2 mil- 
lion low-income women are served by organized programs and 1.2 
million by private physicians. Why do you feel the goal of reaching 
6.6 million women by 1976 can best be achieved by expanding the 
program in the private physician sector, given the comparative low 
achievement record to date? 

Dr. Simons. First of all, I do not think of that as a low achieve- 
ment record. I think that is a very substantial number of people. 

Second, the 6.6 million figure I am not sure is an accurate one. It is 
a planning figure and projection, which is probably going to change 
quite significantly. 

Third, the Federal funds we are talking about would be available 
to pay for care in a private physician's office or in the clinics that 
have been established through this program. 

Senator Cranston. We will get into this also a bit later. 

You also reported that the proportion of women served by private 
physicians is expected to increase during the next 3 years as a result 
of several factors. Among them US EIC removal of remaining 
legal and administrative barriers to family planning services. 

What exactly are these barriers, and how are they being removed? 

Dr. HELLMAN. There were previously barriers in regard to eligibility 
for services that made it much easier to use project grant money than 
to utilize medicaid or title IV. 

There have been changes in eligibility, and we have the SRS peo- 
ple here who will detail those for you if you wish. 

Also there are, in response to the act of Congress in 1972, amend- 
ments to the Social Security Act that are changing matching of both 
medicaid and title IV, so that title IV has a 90-percent match from 
a 75-percent match, and medicaid changes from a variable match 
toa 90-percent all the time. 

There is indication, and certainly the center will give much assist- 
ance to our projects in helping them devise systems for collection 
of medicaid money so that I think many of the barriers can disap- 
pear. Whether they will or not we have yet to prove. We do not have 
proof at the present time. 

Senator Cranston. Would you please supply those details that you 
referred to for the record ? 

Dr. HELLMAN. Yes, sir. 

[The information subsequently supplied for the record, follows :] 
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DEPARTMENT OF HEALTH, 

EDUCATION, AND WELFARE 

Social and Rehabilitation Service 
( 45 CFR Part 221] 


(3) (0 


to 
State; ($ 211.800 (3) (itt) ) 
4. Broaden the coverage (for a 


5. Allow 6 months (instead of 3) from 
the effactive date of the final 
for redetermination of eligibility of all 
rent recipients of services; (§ 211.7 
)) 


€. Remove the cumbersome aspects of 
the assets test for determination of po- 
tential recipients, although States must 
continue to consider available resources 
tn determining whether families and in- 
dividuals are likely to becotne applicants 
for or recipients of financial assistance 
within 6 months; 


7. Add the of strengthening 
family life ($ 221.8(8) (32), under which 
States may family planning 


services; and other services including 
day care, to prevent child abuse and 
poed Peig 211.905 (0); 
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8. Expand the definition of health- 
related services to encompass those 
necessary to a program of active treat- 

for alcoholics and drug addicts; 


ment 
($ 221.9(5) (9) ) 

9. Expand the definition of legal 
services to include those required to es- 
tablish paternity of children born out of 
wedlock, obtain child support payments, 
and legally adopt a child; ($ 221.9¢b) 

10. Add a Dew defined service, Special 

for the mentally 


services 
(4 221.9(50 (19) ) 
11. Provide 


(1000 


current 

to the work incentive program (WIN) 
and to child welfare services (CWS). 
Amendments to those portions of Part 
220 will be published separately. ` 

Prior to the adoption of the proposed 
regulations, consideration will be given 
to any comments, suggestions, or objec- 
tions thereto which are received in 


` writing by the Administrator, Social and 


Rehabilitation Service, Department of 
Health, Education, and Welfare, 330 In- 
dependence Avenue SW., Washington, 
D.C. 20201, on or before October 10, 1973. 
Comments received will be available for 
public inspection in Room 5224 of the 
Department's offices at 330 C Street SW., 
Washington, D.C, on Monday through 
Friday of each week from 8:30 a.m. to 


: 8:00 p.m. (area code 202-062-4451). 


(Bec. 1108, 40 Stat. 047 (42 UBC. 1303).) 

(Catalog of Pederal Domestic Assistance Mo. 

13784, Public Assistance—Social Services) 
Dated September 5, 1973. 


JAMES B. DwICNT, Jr., 
Administrator, Social and. 
Rehabilitation Service. 


Approved September 5, 1973. 
Num CARLUCCI., 
Acting Secretary. 
Part 221, Chapter II, Title 45 of the 


1. Section 2212 is amended to revise 
peragraph (c) as follows: 


§ 221.2 Organiestion and sadministre- 


(c) Opportunity to present views. 
There must be an opportunity for recipl- 
ents of services to present their views 
about the services program. The State 
may permit such opportunity to be either 
oral or tn writing. 


2. Section 2215 is revised as follows: 


. 


(a) In order to carry out the statutory 


to include in the State plan, and must, 
under the Adult Services program, estab- 

lish a plan for deinstitutionalization and ` 
preventing institutionalization of indi- 
viduals, and include in the State plan 
those defined adult services which the 


and other functional educational serv- 
ices, housing improvement services, legal 
services, transportation services and spe- 
cial services for the mentally retarded. 

(2) For the adult services program, 
the defined services are chore services, 
day-care services for adults, educational 
services, employment services, family 
planning services, foster-care services for 
adults, health-related services, home de- 
Uvered or congregate meals, homemaker 
services, home management and other 
functional educational services, housing ` 
improvement services, legal services pro- 
tective services for adults, special serv- 
ices for the blind, transportation services 
and special services for the mentally re- 
tarded 


S. Section 221.6(a)(3) ts amended by: 
revising subdivisions (1) and (1D, redes- 
ignating subdivisions (tit), (iv), and (v) 
as (iv), (v), and (v1) and adding new 
subdivisions. (ili) and (vu) as follows: 


$221.6 Services to additional] families 
. and individuale. 


(4) (3) (1) With respect to title IV-A, 
have gross monthly income which after 
deducting $60, (A) does not exceed 150 
percent of the Btate's financial assist- 
ance payment standard; or (B) with re- 
spect to eligibility for day-care services, 
does not exceed the maximum allowable 
under the State's schedule of fees to be 
paid for such services by otherwise eli- 
gible families, as contained in the State's 
approved plan: or E 

(i) With respect to titles I. X, XIV. 
or XVI. have gross monthly income 
which does not exceed 150 percent of the 
combined total of the supplementary 3€- 
curity income benefit level provided for 
under title XVI of the Act (as amended 
by Public Law 92-603) and tbe State 
supplementary benefit level. if any (in 
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the case of Puerto Rico, the Virgin Is- 
lands, and Guam, 150 percent of the fi- 
nancial assistance payment standard) ; 

cdi) Notwithstanding the provisions of 
paragraph (c)(3)(0 and (il). of this 
section, with respect to an otherwise eli- 
gible mentally retarded individual as de- 
fined in paragraph (c) (3) (v) of this sec- 
tion, the State plan shall provide for an 
additional deduction from gross monthly 
income in order to recognize the unique 
financial burden associated with & men- 
tally retarded individual. 

(iv) (A) In the case of eligibility 
under title IV-A, have a specific problem 
or problems which are susceptible to 
correction of amelioration through pro- 
visions of services and which will lead to 
dependence on financial assistance under 
title IV-A within 6 months if not cor- 
rected or ameliorated; or 

(B) In the case of eligibility under 
title I, X, XIV, or XVI, have & specific 
problem or problems which are suscepti- 
ble to correction or amelioration through 
provisions of services and which will lead 
to dependence on financial assistance 
under auch title, or medical assistance, 
within 6 months if not corrected or ame- 
Uorated: and who are 

(1) At least 644% years of age for ink- 
age to title I or title XVI with respect to 
the aged; 

(2) Experiencing serious, progressive 
deterioration of sight that, as substanti- 
ated by medical opinion, is likely to reach 
the level of the State agency's definition 
of blindness within 6 months, for linkege 
to title X, or title XVI with respect to the 
blind; or 

(3) According to licensed physician's 
opinion as approved by the State agency, 
experiencing & physical or mental condi- 
tion which is likely to result within 6 
months in permanent and total disabil- 

ny. for linkage to title XIV, or title XVI 
with respect to the disabled. 

(v) Notwithstanding the provisions of 
this subparagraph (3) or § 221.7(b) (1), 
an eligible mentally retarded individ- 
ual may for the period July 1, 1973, 
through December 31, 1973, be consid- 
ered by the State as eligible for services 
for so much of such period as the men- 
tally retarded individual continues to 
meet the eligibility requirements of 
$ 222.55(a) (2) of this chapter, as previ- 

. ously in effect. "Mentally retarded indi- 

vidual” means an indidivual, not psy- 
chotic, who, according to a licensed phvs- 
ician's opinion, is so mentally retarded 
trom infancy or before reaching 18 years 
of age that he is Incapable of managing 
himself and his affairs independently, 
with ordinary prudence, or of being 
taught to do so. and who requires super- 
vision, control, and care, for his own wel- 
fare, or for the welfare of others, or for 
the welfare of the community. 

(v Notwithstanding the provisions of 
this subparagraph (3), or 1 221.7(b) (1), 
children of migrant workers may be con- 
sidered by the State to be eligible for 
day-care services through December 31. 
1973. on the basis of the provisions of 
part 220 as previously in effect. 

(vil) Notwithstanding the provisions 
of this subparagraph (3), or $ 221.806). 
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any female of chi'dbearing age who re- 
quests family planning services may be 
considered eligible to receive such services 
as defined in A 221.9(b) (6) (D ; provided 
such individual has gross monthly income 
which, after deducting $60, does not ex- 
ceed 150 percent of the State’s financial 
assistance payment standard under title 
IV-A for one adult plus one child, or, if 
she is part of a family unit, then the ap- 
plicable payment standard for such fam- 
ily unit plus one child. 

(4) Aged. blind. or disabled persons 
who are likely to become applicants for 
or recipients of financial assistance un- 
der the State plan within 8 months as 
evidenced by the fact that they are cur- 
rently eligible for medical assistance as 
medically needy individuals under the 
State's title XIX pian. 


1221.7 (Amended) — I 


4. Section 221.7(b)(1) is amended by 
changing the time period from three 
months to six months. 

5. Section 221.8 is amended to add & 


new paragraph (a) (3) as follows: 
12213 Program contrel and everdine- 


(a) e. e 8 

(3) Strengthening family life goal.— 
In the case of all recipients of financial 
assistance under tbe family program, to 
strengthen family life by providing ʻi) 
family planning services and (ii) such 
defined family services in the State plan 
as are necessary to prevent neglect or 
abuse of a child who has been identified 
as likely to become neglected or abused 
as a result of. home conditions which 
seriously threaten the child physically or 
emotionally. 


. z 
6. In $2219, paragraphs (d) (3), (5 
(9), and (b) (14) are revised and a new 
paragraph (b) (19) is added as follows: 


§ 221.9. Definitions of services. - 


(a) This section contains definitions 
of all mandatory and optional services 
under the family services program and 
the defined services under the adult serv- 
ices program (see 11 2215 and 221.6). 

(b) (1) Chore services —This means 
the performance of household tasks, es- 
sential shopping, simple household re- 
pairs, and other light work necessary to 
enable an individual to remain in his 
own home when he is unable to perform 
such tasks himself and they do not re- 
quire the services of a trained home- 
maker or other specialist. 

(2) Day care services for adults.— This 
means personal care during the day in a 
protective setting approved by the State 
or local agency. 

(3) Day care services /or children.— 
Thus means caré of a child for & portion 
of the day, but less than 24 hours. in his 
own home by a responsible person, or 
outside his home in a day care facility. 
Such care must be for the purpose of 
enabling the caretaker relatives to par- 
ticipate in employment or training. or 
because of the death, continued absence 
from the home, or incapacity of the 
child's mother and the inability of any 


- 
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member of such child's family to provide 


meet State agency standards, that as & 
minimum, include requirements with re- 


may be cared for in 
one time; and proper feeding and health 
care of the children. 
used for the care of 


and day care facilities and services must 


prescribed by the Secretary. 

(4! Educational services.—This means ` 
helping individuals to secure educational 
training most appropriate to their capac- ` 
ities, from available community re- 
sources at no cost to the agency. Š 

(5) Employment services (non-WIN 
under title IV-A and for the blind or 
disabled) —This means enabling appro- 
priate individuals to secured paid em- 
ployment or training leading to such 
employment, through vocational, educa- 
tional. social, and psychological diagnos- 
tic accessments to determine potential 
for job training or emplovment; and 
through helping them to obtain voca- 
tional education or training at no cost 
to the agency. 


(9) Health-related services .—This 
means heiping individuals and familles 
to identify health needs and to secure 
needed health services available under 
medicaid, medicare. maternal] and child 
health programs, handicapped children’s 
programs or other agency health services 
programs and from other public or pri- 
vate agencies or providers of health 
services: planning. as appropriate, with 
the individual and health providers to 
help assure continuity of treatment and 
carrying out of health recommendations: 
helping such individual to secure ad- 
mission to medical institutions and other 
health related facilities: and providing 
appropriate medical services necessary to 
a program of active treatment of indi- 
9 who are alcoholics or drug ad- 

cts. 

(10) Home delivered or congregate 
meals.—This means the preparation and 
delivery of hot meals to an individual 
in his home or in a central dining facility 
as necessary to prevent institutionaliza- 
tion or malnutrition. 

(01) Homemaker services —(i) For 
family services this means care of indi- 
viduals in their own homes, and helping 
individual caretaker relatives to achieve 
adequate household and family manage- 
ment, through the services of a trained 
and supervised homemaker. 

dp For adult services this means care 
of individuals in their own homes, and 
helping individuals in maintaining, 
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strengthening, and safeguarding their 
functioning in the home through the 
services of a trained and supervised 
homemaker. 

(12) Home management and other 
functional educational services.— This 
means formal or iniormal instruction 
and training in management of house- 
hold budgets, maintenance and care of 
tt:e home. preparation of food, nutrition, 
consumer education, chil , and 
health maintenance. 

(13) Housing improvement services.— 
This means helping families and indi- 
viduals to obtain or retain adequate 
housing. Housing and relocation costs, 
including construction, renovation or re- 
pair, moving of families or individuals, 
rent, deposits, and home purchase, may 
not be claimed as service costa. 

(14) Legal services. —This means the 
services of a lawyer in solving legal prob- 
lems of eugible individuals to the extent 
necessary to obtain or retain employ- 
ment, establish paternity of children 
born out of wedlock, secure and collect 
chud support payments and legally 
adopt a child. This does not apply to 
district attorneys or other public prose- 
cuung attorneys, and excludes all other 
legal services, including fee generating 
cases, criminal cases, class actions, com- 
munity organization, lobbying, and po- 
Utica] action. 

(15) Protective services for adults.— 
This means identifying and helping to 
correct hazardous living conditions or 
situations of an individual who is unable 
to protect or care for himself. 

(16) Protective services for children — 
This means responding to instances, and 
substantiating the evidence. of neglect, 
abuse, or exploitation of a child; helping 
perents recognize the causes thereof and 
strengthening (through arrangement of 
one or more of the services included in 
the State plan) parental ability to pro- 
vide acceptable care; or, if that is not 
possible, bringing the situation to the 
&tteition of appropriate courts or law 
enforcement agencies, and furnishing 
relevant data. 

(171) Special services for the blind.— 
This means helping to alleviate the hand- 
tcapping effects of blindness through: 
Training in mobility, personal care, home 
management, and communication skills: 
special aids and appliances; special 
counseling for caretakers of blind chll- 
dren and adults; and help in securing 
ta!xing-book machines. 

(18) Transportation § services.— This 
means transportation necessary to travel 
to and from community facilities or re- 
sources for receipt of mandatory or op- 
tional services. 
^ (10) Special services for the mentally 
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retarded.— This means helping to al- 
leviate the handicapping effect of mental 
retardation through: evaluation of the 
individual through necessary medical 
and psychological services; counseling 
with parents or caretaker relatives of the 
retarded individual; sheltered employ- 
ment; day care appropriate to the needs 
of retarded individuals; and special 
training for se:f-care. 


$221.30 [Amended] 


7..In § 221.30, the date in the second 
sentence is changed from July 1, 1973 
to November 1, 1973. 

8. Section 221.52 is amended by redes- 
inating paragraph (n) as (o) and add- 
ing à new paragraph (n) to read as 
follows: 


$221.52 Expenditures foe which Fed. 
- eral financial participation is avail- 


en) When providing meals js an in- 
tegral pert of day care services, costs of 
food when limited to snacks and light 
meals, and not otherwise available under 
anv public program. 

9. Section 221.53(1) 1s revised as set 
forth below: 


8 221.53 V 
financial perticipation is not avail. 
able. 

e . . . e 


(1) Medical, mental health, or reme- 
dial care or services, except when they 
are: 

(1) Part of the family planning serv- 
ices under title IV-A, including medical 
services or supplies for family planning 
purposes or 
Medical examinations which are 
required for admission to child-care 
facilities or for persons caring for chil- 
dren under agency auspices (but only to 
the extent not otherwise available from 
medicaid, medicare, or other public or 
private sources including insurance or 
other resources) ; or 

(3) Appropriate medical services nec- 
essary to a program of active treatment 
of indiviluals who are alcoholics or drug 
addicts (but only to the extent not other- 
wise available from medicaid, medicare, 
or other public or private sources includ- 
ing insurance or other resources) ; or 

(4) Appropriate medical or psycho- 


logical services necessary to evaluation of. 


& mentally retarded individual as pro- 
vided in § 221.9(b) (19) (but only to the 
extent not otherwise available from med- 
tcaid, medicare, or other public or private 
sources including insurance or other re- 
sources). 

N . e 0 e 


10. Section 221.55(d) is revised to read ` 
as follows: 


221.55 Limitations om total eunt 
of Federal funde payable to States 
for services. É i 


(d) Not more than 10 percent of the 
Federal funds shall be paid with respect 
to expenditures in providing services un- 
der title IV-A to families or to individ- 
uals (eligible for services) who are not 
recipients of aid or assistance under 
State plans approved under such titles, or 
applicants for such aid or assistance, ex- 
cept that this limitation does not apply 
to the following services provided to 
eligible persons: 

(1) Services provided to meet the needs 
of a child for personal care, protection, 
and supervision but only in the case of a 
child where the provision of such services 
is necessary in order to enable a member 
of such child’s family to accept or con- 
tinue in employment or to participate in 
training to prepare such member for em- 
ployment, or because of the death, con- 
tinued absence from home, or incapacity 
of the child's mother and the inability of 
any member of such child’s family to pro- 
vide adequate and necessary care and su- 
pervision for such child; 

(2) Family planning services: 

(3) Any services included in the ap- 
proved State plan that are provided to 
an individual diagnosed as mentally re- 
tarded by a State mental retardation 
clinic or other agency or organization 
recognized by the State agency as com- 
petent to make such diagnoses, or by a li- 
censed physician, but only if such sery- 
ices are needed for such individual by 
reason of his condition of being mentally 
retarded; 

(4) Any services included in the ap- 
proved State plan provided to an individ- 
ual who has been certified as a drug ad- 
dict by the director of & drug abuse 
treatment program licensed by the State, 
or to an individual who has been diag- 
nosed by a licensed physician as an al- 
coholic or drug addict, but only 1f such 
services are needed by such individual as 
part of a proyram of active treatment of 
his condition as a drug addict or an alco- 
holic; and 

(5) Services provided to a child who 
is under foster care in a foster family 
home (as defined in section 408 of the 
Social Security Act) or in a child-care 
institution (as defined in such section), 
or while awaiting placement in such a 
home or institution, but only if such serve 
ices are needed by such child because he 
is under foster care. 


[FR Doc.73-19242 Pied 9-7-73;6:45 am} 
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Senator Cranston. The second factor referred to is increased re- 
ferrals of patients to private physicians by organized programs. Why 
do you expect organized programs to increase their referrals to pri- 
vate physicians? 

Dr. HELLIIAN. I think in many of the organized programs we have 
patients who can pay, and we have private physicians who are now 
willing to accept these patients. 

We were surprised, Bees, at the extent of activity of the private 
porcine in our survey. 

he training in medical schools has changed considerably in regard 
to family planning. All medical students have some family planning 
training, certainly all students of obstetrics and gynecology have ex- 
tensive training. So that even in center city areas there seem to be more 
physicians who are interested in the family planning activities than 
there were say 5 years ago. 

Senator Cranston. The third factor mentioned was third party 
insurance. Do you have statistics on coverage of family planning serv- 
ices in private third party health insurance? 

Dr. Simmons. No, we do not; not private. We have medicaid, 
medicare. 

Senator Cranston. Is there any way of getting that? 

Dr. Srwxoss. I will try. 

Senator Cranston. I would appreciate it. 


PRIVATE HEALTH INSURANCE 


[Dr. Simmons subsequently advised the subcommittee that this information is 
currently not available.] 

Senator Cranston. Do you have statistics on the current level of 
coverage by public third party insurance? 

Dr. SuvrTz. We have acquired some information, and we are trying 
to gather additional information to make this more complete. It is diffi- 
cult to estimate or even to report on how extensive the changes and 
coverage will be due to the new Social Security Act amendments of 
1972. 

It 1s anticipated that with the incentives contained in those amend- 
ments, and with alterations in funding overall. there will be a marked 
increase in third party reimbursement mechanisms being used both by 
private physicians and by projects as a source of financial support. 

The regional offices have submitted some information. and even in 
the 2 weeks since the original hearings there is evidence of an increase 
in negotiated arrangements between statewide family planning agen- 
cies and the State medicaid agencies in obtaining payments or estab- 
lishing payment arrangements. We are dealing with a dynamic situa- 
tion which appears to be moving in a favorable direction. 

Senator Cranston. Do you have firm indications of increases in 
either the public or private sectors that vou feel are clear commitments 
to expand coverage to family planning services? 

Dr. Six Mos. Mr. Chairman, the fact that the States are already 
moving to take advantage of the Social Security Amendments which 
have just been passed is one indication. 
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We have every reason to believe that the intent of Congress will in 
fact be carried out, that States will expand these programs under the 
medicaid program, and that the States will take advantage of what 1s 
now a fairly attractive kind of thing, 90 percent matching, mandatory 
provision of these services, and a penalty if they are not provided. 

So we think all that put together bodes well. 

Senator Cranston. Have new regulations been issued on imple- 
mentation of H.R. 1 amendments to title XIX which provide 90 per- 
cent matching for family planning services? 

Dr. Snuvrrz. The regulations have not yet been published. 

Senator Cranston. Are they in the works? 

Dr. Suu rz. Yes. sir. 

Senator Cranston. When do you expect to get them out ? 

Dr. Suvrrz. They are currently under review in the Office of the 
Secretary, and an exact publication date cannot be given. 

Senator Cranston. Could you find out and give us some indication 
when we could expect it? 

Dr. Suc tz. Yes, sir. 

[The information subsequently supplied follows ` 
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Status of Title XIX Requlations 


The regulations mandating provision of family planning 
services and providing 90 percent Federal matching for 
the cost of offering, arranging, and furnishing such 
services and supplies were published as proposed rule- 
making on Wednesday, June 13, 1973, in THE FEDERAL 
REGISTER. 


CFR Part 249.10(b) (4) (iii) proposes that family planning 
services and supplies are any medically approved means, 
including diagnosis, treatment, drugs, supplies, devices, 
and related counseling which are furnished or prescribed 
by or under the supervision of a physician, for indivi-~ 
duals of childbearing age (including minors who can be 
considered to be sexually active) for purposes of enabling 
such individuals freely to determine the number and 
spacing of their children. Federal financial participa- 
tion is available at the rate of 90 percent of the sums 
expended on or after October 30, 1972, in offering, 
arranging, and furnishing such services and supplies. 


CFR Part 200.120(c) proposes Federal financial partici- 
pation is available at 90 percent for the compensation 
costs of personnel engaged in administering family 
planning services and supplies as defined in 8 249.10 (b) 
(4) (iii). 
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Senator Cranston. Dr. Simmons, your statement announced that 
the proper Federal role in family planning is the same as in health 
services delivery generally, that is, to seduce financial barriers to 
health services. 

It seems to me that this is a much narrower concept of the Federal 
role than has been accepted in the past. In the past the Federal role 
Ge included the development of services capability where it was de- 

cient. 

The National Health Services Corps, the neighborhood health cen- 
ter, the family health center, migrant health centers, HMO’s and the 
organized family panne rogram are some examples of application 
of this concept of the Federal role. 

When did this narrower definition become accepted as HEW policy! 

Dr. Sr«wows. Mr. Chairman, that may be misleading. We continue 
to believe that it is the Federal responsibility to mount demonstration 
efforts to provide & particular kind of care, to help those financially 
disadvantaged to pay for their care, and to open up access to care 
through removing financial barriers. These are Federal responsibilities. 

Senator Cranston. In regard to migrant care, for example, if there 
is à demonstration project in an area where health care is inadequate, 
are we trying to proceed to see that it is made available on a continu- 
ing basisto meet the need ? 

Dr. Simmons. We are trying to proceed wherever possible to get the 
private sector to provide the necessary care for those who need it. As 
you know, there are areas where that 1s currently impossible. Migrant 
health in a number of areas is one of those. These areas which lack 
physicians and nursing care is another. Those we continue to main- 
tain are a Federal responsibility. 

Senator Cranston. Do you see a prospect that the private sector 
will take up that share of the load ? 

Dr. StwMoNs. No in some areas; no. 

Senator Cranston. In migrant health, I am talking about. 

Dr. Srwwows. I am not familiar enough with migrant health to 
answer, Mr. Chairman. 

Senator Cranston. Could that be looked into, for the record? 

[The following information was subsequently supplied by Dr. 
Simmons:] 


Migrant health programs have been extended through June 30, 1974. 


Senator Cranston. I do not know, Dr. Simmons, whether you are 
familiar with & study recently completed by Macro Systems, Inc., for 
the Office of Assistant Secretary for Planning and Evalutaion. It is 
titled *Strategies for Accommodating Ambulatory Care Projects 
Under Medicare and Medicaid.” The study lists a number of reasons 
why the medicaid program is and has been a poor tool for the financing 
of preventive health services, and concludes that no more than 20 to 25 
percent of the total cost of services can ever be expected to be forth- 
coming from medicaid even under the most ideal circumstances. 

Even then the report concludes, and I quote: This *would require a 
carefully orchestrated blend of legislative regulatory and administra- 
tive action. The latter would be mainly in the form of large-scale 
technical assistance." 
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I would like to enter the summary of the study in the record and 
ask you, whether the sum of $43 million for medicaid services, which is 
contained in your fiscal year 1974 budget is realistic in view of the 
conclusions of that stud | 

Isn't this $43 million in the first year more than the goal which could 
ever be reached without a substantial change in that approach ? 

Dr. Stumons. That figure already has been modified. The new figure 
is $30.6 million. 

In regard to the Macro Report, the most I would say at this time 1s 
that we would agree that it will require proper development of regula- 
tions which we are planning to do. I do not think we can agree with all 
the conclusions of the Macro Report. I believe we have other consultant 
reports that would not reach that same conclusion which we could 
make available to the committee. 

Senator Cranston. Turning to the administration’s proposal to fund 
family planning services under section 314(e) of the Public Health 
Service Act, I have a distinct sense of deja yu. If you remember, as 
far back as 1966, the then Johnson administration was testifying in 
relation to proposed family planning legislation, and I quote: 

It is our belief that family planning services can, on the whole, be best and most 
suitably provided within the framework of a broad health services program. In 


this regard may I refer to S. 3008, Comprehensive Health Planning and Public 
Health Services Amendments of 1966". 


Quoting further: 


In the bill, S. 3008, the administration has proposed a basis reform in the pro- 
visions of the Public Health Service Act for grants for public health services, 
so as to stress the development of comprehensive public health services rather 
than the existing categorical approach authorized by existing legislation. 

In summary, though we strongly support the basic objectives of S. 2003, we 
believe that our existing authority and those Incorporated in S. 3008 will provide 
adequate authority and funds for the development of the family planning and 
other health services which are needed but which are not yet available in many 
communities. We therefore do not recommend enactment of S. 2993 at this time. 

Faced with the skenticism of the Labor and Public Welfare Com- 
mittee, then Assistant Secretary Lee added: 

If in 1 year or 2 years we find through existing authorities an adequate number 
of programs and services did not develop, then we certainly would not be opposed 
to a categorical program in family planning. 

In 1969 it turned out that despite administration expectations, fol- 
lowing a decision not to have a categorical program, less than $500,000 
had in fact been allocated under section 314 (e), which had been pre- 
sented to us as the preferred funding channel for family planning 
services. 

In view of that relevant history. how can you really believe that the 
future of the program can best be served by being subsumed under this 
section? 

Dr. Simmons. Mr. Chairman, it would be presumptuous of me to 
comment on why the particular stand was taken by another admin- 
istration in 1966. 

Senator Cranston. I am not really asking that. We have the same 
situation now. 

Dr. Simmons. What I can say is that we are in a situation now in 
which adequate facilities are in place. We are in a position where Con- 


1 See appendix on p. 397. 
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gress has said through Public Law 92-603 that its intent is that these 
types of services of family planning be provided on the basis of need as 
part of the Federal-local effort, primarily through medicaid. That is 
the will of Congress. 

We also feel that the sooner family planning becomes part of a broad 
health services program through health insurance and medicaid, we 
will have a healthier operation. 

Given all these things together, we think the administration's pro- 
posal is & sound one and will allow what is already a successful pro- 
gram to continue and grow as appropriate. 

Senator Cranston. Is the statistic correct, that two of the three in- 
dividuals now being served are being served through grant programs? 

Dr. SrwMoNs. Yes. 

Senator Cranston. Senator Javits, in introducing the administra- 
tion’s proposal with regard to section 314(e), cited the House report 
on the communicable disease control amendments of last year, which 
I would like to quote to you: 

In each of its budget presentations each year since the enactment of Section 
314(e), the Department of Health, Education and Welfare has earmarked specific 
amounts of the 314(e) fund request for specific programs for the coming year. 
In other words, the categorical grant approach has continued since the enact- 
ment of Public Law 89-749, except that instead of the Congress setting the cate- 
gories, the categories have been set by the Department of HEW. 

What guarantees do we have under proposals over the next 3 years 
that the funding for family planning services would continue at the 
level which we in Congress believe appropriate ? 

Dr. Sr1wMoNs. There are a number of reasons why we feel that fund- 
ing will continue at an adequate level. 

One, project grants will continue; two, we are setting up two 
mechanisms for individuals to have access to either private or public 
care through the financial reimbursement mechanisms: (1) Medicaid 
and title IV-A already in place; and (2) National Health Insurance 
which we would propose would allow payment for this kind of service 
when enacted. 

Senator Cranston. In view of the decentralization of grant pro- 
grams, would you not expect considerable variation in priorities be- 
tween the HEW regions in the allocation of 314(e) moneys under 
your proposal? 

Dr. Suvvrz. The whole purpose of decentralization is to go in the 
direction of allowing the State and local area to determine the pri- 
orities. There would be variations, and these variations would be re- 
garded as desirable. 

It has proved very successful so far in decentralization under the 
current categorical project grant program to have local determination 
be the operative factor. 

Dr. HrLLMAN. Senator, estimates of needs were actually set up by 
the regional people under the current program. I think there is every 
reason to believe that both the States and the people in the States want 
family planning services. The situation is not the same as it was in 
1966 or 1969. 

I think we have an opportunity to trv this approach. The Family 
Planning Act continues in force, there will be an annual report to the 
Congress, so that it is not a situation without a check. 
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Senator Cranston. Last year we heard very constructive testimony 
from representatives of both black and Chicano communities who 
voiced a concern that family planning services should be offered only 
in conjunction with the full array of other social and health services 
which had higher priority to members of these communities. 

I have tried to address this concern in S. 1708 by requiring consumer 
participation in the decisionmaking process of organized programs, 
and by requiring that organized programs provide for coordination 
of family planning services with the provision of comprehensive health 
Services. 

If organized programs are not expanded, how can these two ob- 
jectives be built into alternative approaches of providing the services 
as suggested by the administration, such as through medicaid and title 
IV-A of the Social Security Act? 

Dr. Sn«woNs. Mr. Chairman, as you know, the programs currrently 
in place, these 2,300, do offer comprehensive services at the present 
time. In fact, family planning services programs are a significant factor 
in providing low-income women access to the totel health care system. 

far as consumer participation is concerned, it is required by the 
current regulations governing the program. 

Senator Cranston. How do we translate those approaches into the 
administration of the programs under the title that you propose to 
proceed under? 

Dr. Srwwows. I am not sure that I see any difficulty in it. My basic 
premise, the administration’s basic premise, is that the current pro- 
gram will continue in the 2,300 counties currently covered and will 
Dee services to most of the women who desire but cannot afford 
them. 

We have a variety of funding mechanisms, some of which have been 
changed, so that they are even more attractive now than they have been 
in the past. The States have already indicated their desire for and 
acceptance of family planning as an important public service. 

I am not sure that I see any difficulty created by the proposed changes 
in the administration. 

Dr. SuurTz. We have beeen informed that State advisory councils 
are being required by title XIX, and many more are already in exist- 
ence. 

Senator Cranston. That is somewhat different from direct involve- 
ment in local programs of the consumer. I wish you would explore 
this matter of how the consumer can have more of a voice in those, 
and submit it for the record. 

Dr. Simmons. Mr. Chairman, I do not think under the various pro- 
grams that we have been proposing to fund under 314(e) authority 
that we propose to change any of the program operating guidelines 
that are already in effect. | 

As a matter of fact, I think that would be the last thing we would 
want to do, because we would not want a discontinuity, and I am cer- 
tainly unaware of any proposal to change those. 

Senator Cranston. The question is how it is going to work under 
those other titles. I wish you would explore that as I requested a 
moment ago and submit that material for the record. 

[The information subsequently supplied follows :] 


281 


Consumer Participation in Title XIX and IV-A Programs 


A State level medical care advisory committee with consumer 
representation is a requirement under current regulations 
(Part 45 CFR 246.10). The medical care advisory committee 
must include members of consumers' groups including Title 
XIX recipients and consumer organizations such as labor 
unions, cooperatives, consumer-sponsored prepaid group 
practice plans, and others. 


The regulations provide that the medical care advisory 
committee will have adequate opportunity for meaningful 
participation in policy development and program administra- 
tion, including the furtherance of recipient participation 
in the program of the agency. The regulations also provide 
that financial arrangements will be made where necessary 

to make possible the participation of recipients in the 
work of the committee. 


Another State plan requirement under Title XIX (Title 1902 
(a) (4) (B)) is for the training and effective use of sub- 
professional staff as community service aides. The regula- 
tions (45 CFR 225.2) provide that part-time or full-time 
employment be offered to persons of low income and, where 
applicable, to recipients of assistance. These subprofes- 
sionals could serve as family planning aides. 


Under Title IV-A, there is no requirement that there be 
consumer participation in the decision-making process of 
organized programs for family planning. 


Projects approved for funding by the National Center for 
Family Planning Services are required to have consumer 
participation. Therefore, any services provided by these 
projects would have consumer participation. Other sources 
that provide services would be either licensed or sources 
that otherwise meet State and Federal standards. 
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Senator CRANsTON. The administration has stated it proposes to 
base any expansion of family planning programs on services provided 
by private physicians reimbursed through medicaid or through title 
IVA of the Social Security Act. A careful reading of the admin- 
istration's testimony leads me to believe that after fiscal year 1974 
you propose to phase out all project grant support. Is that correct ? 

Dr. Stumons. No, sir; that is not correct. 

Senator Cranston. What is the plan in regard to project grants? 

Dr. SxwwoNs. We have not developed the most appropriate way 
to proceed after the next few years. 

enator CRANsTON. Beyond 1974? 

Dr. SrwMows. Right. 

Senator Cranston. That is under study. The implications of every- 
thing that has been said up to this point are that project grants are 
finished. When can we have some clear-cut answer as to just what ia 
proposed 

Dr. SrwMoNs. As soon as we develop that information we will be 
happy to share it with the committee, Mr. Chairman. 

e basic intent of the administration is to continue what is now 
a viable and very successful program. We may find a more effective 
way to continue it. If so, we Gill propose that way be adopted, and 
that determination has not yet been made. 

Senator Cranston. When you said you would propose it, are you 
saying that any plans for programs affecting the future project grants 
will be submitted to Congress for its approval! 

Dr. SrwMows. If appropriate. There are some changes which can 
be made administratively. As I said, not knowing what that final de- 
cision would be, I cannot answer that question. 

Senator Cranston. The question gets down to whether programs 
on the books and funds appropriated under the process of law will 
then be carried out and expanded. 

Dr. SiMMoNs. We intend to carry out the intent of the Congress. 

Senator CRANsTON. Numerous witnesses testified 2 weeks ago that 
there are very serious limitations on the provision of family plan- 
ning services to individuals in terms of eligibility under either medic- 
aid or title IV-A. Could you comment on that? 

Dr. Stmumons. Mr. Chairman, we could answer those specific ques- 
tions for the record. We feel that there will not be serious problems 
in that area. | 

Senator Cranston. Would you please do that. 

Dr. SIMMONS. Yes. 

[The information subsequently supplied follows: 
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Eligibility Under Titles IV-A and XIX 


Under Title IV-A, there are no limitations to the 
provision of family planning services to individuals 
receiving AFDC and other individuals eligible under 

the State's approved plan. Family planning services 
are to be offered to all individuals including sexually 
active minors. The proposed regulations for Titles 
IV-A and XIX establish a uniform method for determining 
the eligibility of former or potential recipients that 
will help States direct social services, including 
family planning, to the neediest of our population. 


98-030 O - 73 - 19 
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Senator Cranston. Are there not also limitations in terms of the 
comprehensiveness of the services offered under medicaid ? 

Dr. Sz Moss. No; there are not. Mr. Chairman. 

Senafor CRAN ETON. There was testimony that there was. Would you 
review that and submit detailed: answers on this point. 

Dr. Srwxows. Yes. 

[The information subsequently supplied follows:] 


Comprehensiveness of Family Planning Services Under Medicaid 


Relative to the comprehensiveness of family planning services 
under Title XIX, PL 92-603 makes provision of family planning 
services a mandate under State medical assistance programs 
for the categorically needy. 


In proposed rulemaking, the Department has defined family 
planning services as any medically approved means, including 
diagnosis, treatment, drugs, supplies, devices and related 
counseling which are furnished or prescribed by or under the 
supervision of a physician, for individuals of childbearing 
age (including minors who can be considered to be sexually 
active) for purposes of enabling such individuals freely to 
determine the number and spacing of their children. 


Medicaid's family planning services are available on a State- 
wide basis and not merely within a limited geographical area. 
These services can be provided in doctors' offices, clinics, 
and hospitals (inpatient and outpatient services), and in any 
other setting in which physician services are available. 
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Senator Cranston. To be more specific, in Alabama the AFDC pay- 
ment standard is $1,164 per year for a family of four, in California it 
is $3,768. Does your new policy not mean that the family planning pro- 
un in these States will be determined by these respective welfare 

evels? 

Dr. Simmons. It will have an effect. The State will determine, as you 
know, under medicaid what level of eligibility they feel is appropriate 
for their population. 

Senator Cranston. So there is a severe limit in some States in terms 
of what can be provided ? 

Dr. SrwwowNs. Again I would not agree with the words, “severe 
limit.” In some States, as you know, the dollar value goes a lot further 
than in others. I would have to study individual instances in order to 
determine whether there is a severe limit. 

Dr. HELLMAN. There is one other item that comes into effect. It is 
possible to shift project grant funds to serve some individuals who are 
not eligible through title IV-A or XIX. It is also possible that the 
eligibility rules will be changed in the future both by the Congress and 
by the State. 

Senator Cranston. Is the success of the plan in all States or each 
State then dependent upon action in the State legislature? 
Dr. Srwwows. To a large extent medicaid eligibility determination 

is delegated to States. Yes, that varies. 

Senator Cranston. Then we become rather dependent in terms of a 
national program on what happens locally in each State where there 
are special financing problems 1n comparison to the general national 
norm. 

Dr. Sramons. I suppose we would turn that around and say we thus 
gain the ability of those closest to the program to determine which 
needs are most important in that State and what method is most ap- 
propriate to fill those needs, so you have a two-sided coin. 

Senator Cranston. If we had relied upon that strategy originally, 
we would not have passed the original law. We would be serving prob- 
ably 2 million less than we are now serving, so I have great doubts 
about where that takes us. 

Dr. Sr«wows. We agree that certain actions were necessary to estab- 
lish the program. However, given where we are in 1973, another 
approach now seems appropriate. 

Senator CRANsTON. Would you feel perhaps we should extend title 
X until we know what the situation will be from State to State? 

Dr. Sr«wows. No, Mr. Chairman, we do not. | 

Senator Cranston. If it was a good program, and an effective pro- 
gram, which did a good job, why do we abandon it? 

SIMMONS. First of all, we are not abandoning it. The project 
grants will continue. What we are doing is improving it by beefing up 
two mechanisms. 

Senator CRANsTON. From 1969 to 1971 the administration's No. 1 
priority was to reform the present welfare svstem. Now you want to 
take a successful program like family planning and lock it into the 
inequitable welfare system, which has not. yet been reformed, and for 
which reform seems to be abandoned. I just wonder how that can be 
justified. 
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Dr. Simmons. Mr. Chairman, we do not see that we are locking into 
an inequitable system. We sincerely believe that the program we are 
proposing wil make family planning services available on a more 
equitable basis. Through the medicaid system, such services will be 
available throughout the country to every individual who ìs eligible 
under the rules of his State. 

Senator Cranston. Every citizen is not eligible for medicaid. 

Dr. Srwwows. I said under the appropriate criteria of the State in 
which he resides. 

Senator Cranston. Yes, but qualifications are very restrictive 
among the various States. 

Dr. Simmons. In some areas they are. 

Senator Cranston. I note that the revised fiscal year 1973 budget, 
and the proposed 1974 budget anticipate roughly a $18 million increase 
each year over the $7.5 million level of family planning expenditures 
which the Department estimated for fiscal year 1972. The budget con- 
tains much smaller increases under title IV-A, and I take it there- 
fore that you anticipate most of the growth to come under medicaid, 
not under title IV-A. 

Dr. Simmons. Yes; that is correct. 

Senator CRANsTON. Have you made a State-by-State study of the 
rules for eligibility for services that will be rendered so that you know 
what will happen in each State as you plan your approach under 
medicaid ? | 

Dr. SrwMows. This is in process now, Mr. Chairman. 

1 Cranston. When will that State-by-State survey be com- 
plete | 

Dr. Simmons. I cannot give you a definite time on that, Mr. Chair- 
man. We will make it available as soon as it is available to us. 

Senator Cranston. Would you let us know, and then submit it for 
the record. 

Dr. SIM Mors. Yes. 

[The information subsequently supplied follows ` 
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State-by-State Survey of Eligibility for Medicaid 


Title XIX eligibility for categorically related individuals 
is determined by income level. Each State is responsible for 
establishing its own standard of need. 


In addition to covering persons receiving cash assistance, 27 
States cover the medically needy (persons who, except for 
income and resources, would be categorically eligible). 


California Massachusetts Pennsylvania 
Connecticut. ) Michigan Puerto Rico 
District of Columbia Minnesota Rhode Island 
Guam Nebraska Utah 

Hawaii New Hampshire Vermont 
Illinois New York Virginia 
Kansas North Carolina Virgin Island 
Kentucky North Dakota Washington 
Maryland Oklahoma . Wisconsin 


Title XIX family planning services are available to minors who 
can be considered sexually active. Seventeen States include 
all financially eligible children under 21 without regard to 
family characteristics of death, absence, disability, or un- 
employment and without regard to institutionalization or foster 
care placement. 


Connecticut Pennsylvania Washington 
Massachusetts Virgin Island Kansas 
Oklahoma Hawaii New York 
Vermont Minnesota Utah 
District of Columbia Puerto Rico Maryland 
Michigan Wisconsin 


Twenty-seven States have elected to include families with an 
unemployed father in their Medicaid programs. 


California Maine Oklahoma 
Colorado Maryland Oregon 
Delaware Massachusetts Pennsylvania 
District of Columbia Michigan Puerto Rico 
Guam Minnesota Rhode Island 
Hawaii Missouri Utah 
Illinois Nebraska Vermont 
Kansas New York Washington 


Kentucky Ohio West Virginia 
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Tables owing Need and Pa nt Standards in Effect as of Jul 1972 


D 


Zebie 3.--aléd e» the blied: Neathly assust for besic needs ender full standeré sad poyaset stanferd sad 
lergest ansust poid for beste needs fer o blind poroen, by Stats, July 1972 


TA TT TTT „„ 123 96s 940 123 
Ales c eee 230 QN @/) 230 
eisene... eee rero 130 91 «9 130 
Aan aas eau e 109 N 33 105 
Ca11fovrata........- en 190 133 U 63 190 
cooler ee 109 58 v 51 109 
Comnecticut.......... ew 181 78 103 181 
Deleware... .cccsccccsccce 109 113 76 199 
Aseriet of Colebta.... 204 9s y e 153 
71oc1da......... oen 114 Géi 30 114 
Qeorgia......... oo eoe 11 71 40 91 
Owen... wunne e ee oon 2 7 ) ) 
Bowaiti......... o oo GQ a» Ka qn 
Lasse eee 192 106 76 182 
Iii tee 109 72 N 109 
1ed1ana......... o orn 18$ e5 100 123 
10998...... „ „„ „„ 161 LA 30 144 
Ksns00.......-. oo con 203 78 123 209 
Kentuchyp...... ua e ee E de e $6 73 23 96 
Louísisas............ e 106 71 35 101 
Nai peu e 123 | 90 43 13 
1666 o ooo 130 33 41 9€4 
evechusette........... 3/ 190 GI 27 
Wtehigaa........... . 224 79 143 
Wiínanesota....... q . 183 78 105 
Wisstosippt............. 150 100 30 
ess eunrůl .. 230 210 
Neat aaa . 120 82 
Nedbraoka.......sosossoso 182 82 
6 % % „% „% 6 „ „6 6% „ 6 „ 6 „ „ 81 
Bev Wanpebhire........... 103 
Bev Jeroey...... eese (2/) 
Bev Reni ee 9 
Bev erk 8 
Werth Corel las 48 
Gerth Dekote............ @/) 
GMI 68 
Oh Leben... wu ube e 100 
oro Ssoõõo . 100 
Pesnsy1vsata............ 132 
Puerto I . 34 
Rhode Ie les. 90 
South Carolina.......... 68 
South Dekete............ 88 
Zegnegeeg, Le eee «9 
Tena s 79 
Utoh....... ooo oon 09 
Yeraont.......... eere 92 
Virgin Islands.......... 40 
Virginia... un num 58 
naeh ng n... 90 


Woot Vtrgtnta........... 
1s cone la 
MO M gg.. 


M feet standard for e blind person living ia rented quarters for which moethly rental, unlese etherwise indicated, 
ie et leaet as large es the maximum rst allowed by the State fer this iten. 

/ Data not reported. 

/ Utilities included ia reat. 

/ tstinated overage. 

/ Piet ellcvance; for Wew Jersey and North Dekota, [ecludes special needs. 

/ Beat included in rent. Higher reat authorized with oupecvisory approval. 


* 


Hote: The full standard te tha amount neceseary for daste needs as defined fa the State's plan. - 
The pay-ent erandard fs the acount from which incowe "evatlable for baeic needs” te subtracted to determine the 
&»ount of assistance to which a Bilad persoa 1s entitled. Thie fe elso the amount ueed te determine whether ec 
met financial eliztbilicy eais.e. 
LASS amount paid ia the total moathly peywent fer besic needs nado under State lew er ageacy regvletteae 
te e blind pereon vith no ether income. 


289 


Table 4.-—44d to the perumently end totally disabled: tathly ansust for beste needs under full otendard end 
peyesat etanderé end largest gespent paid fer dees nasede fot o dicgbied pergon, by State, July 1972 


&rísene. 

Aghaense0........ 2 een 
Caliíforate........... e 
Oder 
See 
dell G.. 
Dietrtet of lens. 


te 
t 83882887 


eeenegeposveserve 


Flerida. 

GOseegta. .. e em re 
3“ T Ic 
11 
Lë, „„ „„ „ ren 


Mine eene ene 
Indians. 


"e 
Më 
UK 


12.6 9 au e e pen 


Sentushp............ e 
aste... 2 


26 „„ „ „ „ „ oo ooo 
nls oe 


east 


Ki 


Ens S218 2182 1872282282 
EE subesss 


4? 


i 


„ „ 6% „% 6% 6 „% „%% 666% 


teste... 


` 
322 


i 


2652 „„ „% „%%% eeoeee 


| 


*e2e0*5000000€99 


Senpebire.......... 


Seeeeeéegegeeg 


6 % % 0 


RQ = 
sess 3887 


"ng 
H 


Bins... ceces 


6 „ %%% „ö 6 60% 


H 
H 
$x 


„ „ „%%% %%% %%% „% %%% %%% 


| 


| 


Seeegeegeéeeeege 


D Tals . e 
Sour’ Csvo1180......... 
South dose 
Tessesesc. .......... e 
Tens 
| T'SI 


Virgie Tolendo......... 
Mrs.. 
een. 


38883233388 2288 


Sess Virgiefío........ ee 
90o0ces2918.......... ege 


Lr 
82 


| 


M Peyuent standard for a dicabled poroen living fa reated quarters for which monthly reatel, enlese otherwise indicated, 
fe et least es large as the aa et allowed by the State for this iten, 
Bete set reported. 
Wilieles iecluded fe rent. 
Ese lasced sverage. 
Plot siloveaca; (Leciedeg opectal seeds. 
Beet facleded in rent. SBigher rent authorised vith sepervisery approval. 


Gate: fell ocanderd te the amsunt secossar? for besie needs as defined ia the State's plaa. 
esreat et ndard is the ansunt fron which income “available for basie seeds” ie subtracted te deterudace the 
apunt o! ascistaoce to which a dieabled persce is antitled. Thio is eloo the egent usad to doternine vhether 
ev eot finenctal eligidiiicy eniete. 
argest er paid te the total meathly payuset for basíe needs made ander State law er agency regulations 
te a disabled person vith ep ether 1nosne. 


Table $.--Atd to families with dependeot children: 


290 


Moethly amount for beste needs ender full etandard and 


payment standard end largest amount paid for basic needs for a fanily consisting of two recipients, 
by Stete, July 1972 


Woathly amount for baeíc neede 
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State 
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South Dakota..... 
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Virgin Islands.......... 
Virginie 
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Largest amount paié 
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À/ Payment standard for the specified type of family living by itself in rented quartere for vhich monthly reatel, unless 
otherwise indicated, is at least as large as the maximum unt allowed by the State for thie itam. 


2/ Date no? reported. 


j3/ Flat allowance; includes special neede. 


T / Eaticated average. 


J / Utilities included tn rent. 
27 West included ín tent. Higher rent suthorized with supervisory epprovel. 
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Note: The full gerd íis the amount with which income from all sources ís compered to determine vhetber or sot 


financial elieibility extscs. 


Use of tha full etandard for this purpose (where thie is different from che pav- 


ment standard) ts ~andatory only for AFDC saplicanc faeilies with earned income who have not received assistance 


ín any one of the 


four preceding sonthe. 


The pamat tan itte the amount from Aceh income "available for basic needs” te subtracted te determine the 
&sount of assistance to which a family is entitled. 
The largest «vat patd ts the total eoathly payment for basic needs meda under State lav or agency regulations 
to faniliee with no other income. 
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payment stenderd and lergest amount paid for basic seeds for a fenily consisting of four recipients, 


by State, July 1972 
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Senator Cranston. So you have in effect developed a strategy now, 
m you do not have those statistics, those rules, those regulations, those 
&ws. 

What astounds me about where we now find ourself is that you 
have launched a master plan for the Nation without knowing what 
the rules, regulations, laws, eligibility, and services available will be 
from State to State where the plan is supposed to be implemented. 

Dr. Sr«MoNs. Mr. Chairman, I just want to be sure it is under- 
stood. We had a master plan which we launched in 1969. That plan 
by 1973 has resulted in a very successful, viable program. 

We believe that we will continue to have a successful program. It 
is the intent of Congress in the Social Security Amendments of 1972 
to provide equal access to services through medicaid, to those eligible. 
We do not see this as a major change. The project ts will con- 
tinue in areas where there may be a particular need. Such grants will 
serve as a cushion until the national health insurance mechanism is 
in operation. 

If this approach is not successful, Congress can change the medicaid 
program, and each State can shape the program to its special needs. 

Senator Cranston. Of course, there was never an indication by Con- 
gress there was not a need for further project grants under title X. 

At any rate I will be interested in seeing what your State-by-State 
survey shows because then we will know more about how this is going 
to work State by State. 

Under medicaid there are 25 States where essentially the only indi- 
viduals who are eligible for medicaid are those who are already on 
welfare. The provision of family planning services to these women is 
certainly desirable but, by putting primary emphasis on medicaid in 
these States, are you not excluding the working poor whom we also 
want to help? | 

Dr. Simmons. First, Mr. Chairman, that survey was made before the 
enactment of amendments to the law relative to family planning serv- 
ices which (1) make these services mandatorv; (2) provide a 90-per- 
cent matching; and (3) provide a penalty for noncompliance. So I 
Pan do not think that is indicative of what will in fact prevail in the 

uture. 

Second, I think it is important to point out that project grants are 
still an extremely substantial part of this program. 

Senator Cranston. Of course, you stated earlier the regulations 
have not yet been issued. 

Dr. Stumons. They are in process. | | 

Senator Cranston. But we do not know yet what they will be or 
how the States will respond, sothe situation has not changed. 

Dr. Siuamons. That is correct, Mr. Chairman. It is in process. 

Senator Cranston. In the States which do cover the medically 
indigent under medicaid—how many States is that, by the way! 

Dr. SiM Mors. We will provide that for the record. I do not have 
that figure, Mr. Chairman. 

[The information subsequently supplied follows:] 
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States Which Cover the Medically Indigent 


Twenty-seven States cover people in public assistance cate- 
gories (people qualifying as aged, blind, disabled, or 
members of families with dependent children*) who are finan- 
cially eligible for medical, but not for financial assistance. 
These States are: 


California New York 
Connecticut North Carolina 
District of Columbia North Dakota 
Guam Oklahoma 
Hawaii Pennsylvania 
Illinois Puerto Rico 
Kansas Rhode Island 
Kentucky Utah 

Maryland Vermont 
Massachusetts Virgin Islands 
Michigan Virginia 
Minnesota Washington 
Nebraska Wisconsin 


New Hampshire 


*Usually families with at least one parent absent or 
incapacitated. 
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Senator CRANsTON. In the States which do cover the medically in- 
digent under medicaid the statutory income ceiling is set at 13314 per- 
cent of the welfare level. This is below the income ceiling established 
in the new title IVA regulations and 100 percent below the level set 
for daycare in that program. 

What is your rationale for focusing all growth in family planning 
on the one program which has the lowest eligibility in terms of 
income? 

Dr. Suuttz. The eligibility requirements which you have stated 
are in the actual legislation and therefore do bind the department. The 
reason for moving in the direction of use of these programs as a mode 
of expansion is in accord with the overall policy approach of moving 
in the direction of equitable access within each State to services. 

We also have the requirement under Social Security Act, title V that 
family planning services be made available statewide by 1975. This is 
one of the forces that has led to expansion of coverage by the States. 

This is reported in the current 5-year plan progress report and will 
be reported to the Congress again in the next report. So we see that we 
have & number of items which express congressional intent that there 
be broad, equitable access to services. The administration is moving 
in the direction of reinforcing this through its revised policies. 

Senator Cranston. The eligibility requirements are going to be left 
up to the States then rather than by a national decision? 

Dr. Suurrz. Except as specifically provided in Federal legislation 
and regulation. 

Dr. HELLMAN. And by the program guidelines. For example, the 
single woman of childbearing age, otherwise eligible, who does not 
have children or does not fit into one of the categorically eligible 
groups, is not covered in the regulations. But she is to be included in 
the forthcoming program regulation guidelines for the 1972 social 
service amendments. 

Senator Cranston. Regarding a State by State medicaid eligibility 
and services study, would it be possible for me to submit to you in just 
& few days certain items we feel it would be useful to cover in this 
study for each State and jurisdiction? 

Dr. SiMMows. Certainly, Mr. Chairman. 

Senator Cranston. I presume you are aware that witnesses appear- 
ing before the hearings have raised serious concerns that focusing 
these services on only welfare-related clients gives the appearance 
of in some cases genocidal motivation for Federal family planning 
efforts. 

Dr. Sı{{oxs. We are aware of it. We do not agree it is in any way 
intended. 

Senator Cranston. Would you please comment on that and on my 
remarks in that connection in my opening statement today. How do 

you deal with that concern? 

Dr. SiMMoss. I do not understand the reason for the concern, Mr. 
Chairman. It is clear to me that is not the administration’s intent. 
The President has said that the Federal Government has the obliga- 
1 55 to provide services for those who want them and cannot afford 
them. 

We put into place a system that is succeeding, very dramatically. 
in doing that. It has nothing to do with genocide, not anything against 
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the blacks, the browns, or any other disadvantaged group. Ás you 
know, about 60 percent of the population served is white. So it 1s cer- 
tainly not related to the color suggestion which has been made. We 
just do not agree with those suggestions, 

Dr. HELLMAN. Senator, you ask how we deal with the problem. 
Ever since the President's message in 1969 directed this program to 
people who could not afford it, we have had the charge of genocide. 

Our responses to this charge are as follows: First, the program is a 
preventive health program which has clearly demonstrated its health 
benefits to women and children. Second, the program is voluntary. 

Senator Cranston. Do the medicaid and title IV (a) laws and on 
Ge provide the protection for volunteerism that we find else- 
where? 

Dr. Scuvr.rz. Yes. IV(a) and XIX emphasize voluntary in the 
legislation. 

Senator Cranston. Presently section 1007 of title X reads as fol- 
OWS: 
[The information referred to follows:] 


“VOLUNTARY PARTICIPATION 


"Sec. 1007. The acceptance by any individual of family planning services or 
family planning or population growth information (including educational mate- 
rials) provided through financial assistance under this title (whether by grant 
or contract) shall be voluntary and shall not be a prerequisite to eligibility for 
or receipt of any other service or assistance from, or to participation in, any 
other program of the entity or individual that provided such service or informa- 
tion. 


Dr. Suurrz. Yes; we specifically do. Section 402 (a) provides that 
family planning services are offered them and are provided promptly 
to all individuals voluntarily requesting such services. 

We will furnish the exact citations for the record, because it applies 
to both IV (a) and XIX, and we will see that they are provided to the 
committee, but each does contain that specific citation for voluntary 
access. 

Senator Cranston. I think the problem that has led to this concern 
about punitive or genocidal motives is tying the program into wel- 
fare programs which obviously are primarily aimed at people in the 
lowest income brackets who tend to be the people in certain minority 
communities who have a very hard time getting employment. 

As you know, we have had great concern here over inquiries into in- 
come and ability to pay in relationship to the availability of services. 

In the family planning legislation, this committee has placed con- 
siderable stress on the necessity of provision of family planning serv- 
ices to all sexually active persons who have not yet had children. Again 
we are stressing the preventive aspects of the program. 

How can the Department expect to meet this expectation through 
medicaid where the very eligibility for the program 1s predicated upon 
the presence of a child in the family unit ? 

Dr. HELLMAN. I mentioned it before. Perhaps vou did not hear. but 
the guidelines are going to make it possible for women otherwise 
eligible, but. who are single, to receive these services. 

Senator Cranston. The new medicaid guidelines? Is this what vou 
are talking about? 
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Dr. HxLLAAx. These are the title TV (a) guidelines. 

Senator Cranston. Are there not restrictive eligibility requirements 
that you come up against under title IV (a) ? 

Dr. HrLLMAN. Yes; I think there are restrictive eligibility require- 
ments, but as we have emphasized before, the continuation of the proj- 
ect grants gives us a cushion to make up for these restrictive require- 
ments, and there is no reason to believe that the Congress will not 
look at these restrictions very carefully in the next year or so. They 
are not immutable. 

Senator Cranston. Is it true that only about one-fifth of the women 
who want and need but do not now get family planning services would 
be eligible for either medicaid or title IV (a) ? 

Dr. Heiman. That is the current figure reported by the National 
Family Planning Reporting System for those receiving services. 

Senator Cranston. Do you have any estimate of the future situation! 

Dr. Suuttz. Senator, that is why we are conducting this current 
study, to assess what will be the probable effect of the new amend- 
ments. We hopefully will be able to be responsive when we have the 
results of this study available. 

Senator Cranston. Then again you have made your plans and set 
your course without the data. 

Dr. Suvtzrz. Sir, it was apparent that the incentives that were built 
into the legislation passed by the Congress in late 1972 were such that 
we had reason to believe that the course upon which we set was re- 
sponsive to the problem. : 

Senator Cranston. How will the services be extended to the other 
80 percent? Through project grants? 

Dr. Stumons. Yes. As you know, there are still $113 million in proj- 
ect grants which is over 60 percent of the total funding. 

Senator Cranston. That would serve the 2 million now served. What 
about the 2.3 million not now served ? 

Dr. HELL MAN. The 2.3 million not now served were part of a plan- 
ning estimate used in the previous 5-year plan. That was a planning 
estimate. Now, the estimates of need are not to be made nationally, 
but by the individual States. The total of what the States estimate 
remain to be served may not be 2.3 million. 

Senator Cranston. Is that estimate of need an OMB estimate? 

Dr. Stumons. No, it is not, Mr. Chairman. It is the Department's 
estimate. 

Mr. Chairman, I guess we keep going back to the fact that it is clearly 
the intent of Congress under the Social Security Act of 1972 to em- 
bark upon this kind of approach. and that is to finance these services 
on a needs basis primarily through medicaid. Congress I believe has 
oo very clearly on that, and we are carrying out that intent in 
this program. 
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Senator Cranston. What about the intact family. where the wife 
and husband are present? You cannot use medicaid for them, even if 
they do have children. Are you advocating no family planning for 
these couples? 

Dr. Simmons. No, Mr. Chairman. Some of these questions are com- 
plicated. We would be glad to answer in full for the record whatever 
questions you may have on the eligibility. 

Senator CRANsTON. The problem is if you have difficulty determin- 
ing at once what the situation is, how are the people in the field going 
to know under new rules and regulations who will be eligible, when 
individuals apply at their offices? 

Dr. Simons. The regional offices do provide that assistance to the 
individual programs. 

Senator 8 Suppose there is a young woman who has already 
had one child out of wedlock. We have given her some job training, 
and she now works as a clerk for 875 a week. She is not eligible for 
medicaid in her State. She is eligible for daycare services under the 
new title IV (a) regulations, but not for family planning services. 

What is going to happen to her when she gets pregnant ? 

Dr. Simmons. Again, I would have to provide most of those specific 
answers for the record. 

Senator Cranston. I have some others to submit like that. 

[The information subsequently supplied follows:] 
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MEDICAID AND TiTLE IV(A) ELIGIBILITY 


Let me take a few examples of life situations and see how these 
people would be affected under current eligibility requirements 
for Medicaid and Title IV(A). 


A. 


We are not clear about the new guidelines under Title IV(A) regarding 


--There is a young woman, for example, who has already had 
one child out of wedlock. She has been given some job 
training and she now works as a clerk for $75 a week. She 
is not eligible for Medicaid in her state. She is eligible 
for day care services under the new Title IV{A) regulations 
but not for family planning services. Now what's going to 
happen to her when she gets pregnant? 


--Take another instance--a family of four. The husband is 
employed as a dishwasher and makes $90 a week. They are not 
eligible for Medicaid. If the wife becomes pregnant in an 
unplanned way, don't you think there is a good likelihood 
that the father will decide that the family might be better 
off on AFDC and leave? 


--What would happen to the high school senior if she becomes 
pregnant. Unless she happens to be part of a welfare family 
--and statistically she is less likely to be rather than 
more likely--she would not be eligible for Medicaid even 
though her family income may be quite low. More likely than 
not, she will not finish school. She may either start a 
very marginal job or she may be forced to go on welfare her- 
self for several years to support her baby. She definitely 
will be handicapped by her lack of formal education and by 
this accidental pregnancy for the rest of her life. 


Public Health Service Act project grants and Social Security 
Act Title V formula grants to States will still be available 
to provide family planning services to many of those not 
eligible for either Title IV(A) or Title XIX assistance. 


unmarried women which Dr. Hellman referred to on May 23. Could 
you please submit these for the record and specify the authorities 
to which they will be applicable? 


The proposed regulations for Title IV(A) are currently being re- 


vised. 


The guidelines will not be available until the final regu- 


lations are approved. 
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Senator Cranston. In regard to various examples like that, it is 
our intent that high priority be given to avoiding this kind of tragedy, 
and since all these ple are excluded from coverage under the 
title Ke and XIX programs, it is imperative that there be project 
grant funds to take care of them and the others in the 80 percent of 
the potential patient population, which will not qualify for these 
narrowly defined programs. 

Iam glad that you have given your assurance on that point. 

Dr. Suuttz. Title V of the Social Security Act in part especially 
provides for just such cases as you are citing, in the maternal and 
child health benefits. Because there is no specific eligibility require- 
ment stated for those programs, there is a built-in device, which is 
actually the oldest existing legislative provision under which we 
operate, that does provide for these cases. 

Senator Cranston. I would like to quote from section 221.6 of the 
new title IV(a) regulations which requires that the potential wel- 
fare recipient must “have a specific problem or problems which are 
susceptible to correction or amelioration through provisions of a 
service and which will lead to dependence on federal assistance under 
title IV(a) within 6 months if not corrected or ameliorated. | 

If pregnancy is the specific problem, which might be remedied 
by family planning services, and if & normal pregnancy takes 9 
months, how is a potential recipient going to qualify for family 
planning services under this regulation ? 

Dr. Gen Such individuals can be served by programs not 
Ps title IV-A eligibility. 

enator CRANsTON. Dr. Hellman, I would like you to look at the 
certification and recertification procedures set up under the new regula- 
tions for title IV(a) for potential recipients. Requiring these pro- 
cedures for family planning services which should be provided im- 
mediately upon request on a walk-in basis makes no sense to me and 
deters utilization. 

We understand the need for accountability but even if it worked, 
would not this procedure probably cost more administratively than 
the cost of providing the family planning service itself? 

Dr. HELLMAN. I would have to answer that one for the record. 
Senator. 

[The information subsequently supplied follows ` 


98-030 O - 73 - 20 
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Administrative Costs of Certification Under Title IV-A 


Congress has mandated that services provided under Title IV-A 
be provided to persons who meet eligibility requirements. 
Hence, certification is required in order to assure that the 
persons served are eligible. Recertification is required to 
establish continued eligibility. 


Costs to certify and recertify individuals for specific ser- 
vices such as family planning are not available. Since indi- 
viduals are usually certified for more than one type of 
service, the costs of certification do not relate to family 
planning services alone. 
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Senator Cranston. Are infertility services eligible for 90 percent 
matching provisions of family planning services under title XIX? 

Dr. SuHuttz. Yes, they would be, Senator. 

Senator Cranston. Do you have an estimate of the range of reim- 
bursement rates which States apply under title XIX for family plan- 
ning services? | 

Dr. Simmons. We are not sure we understand your question. 

Senator Cranston. What is the range of reimbursement rates which 
States apply undertitle XIX for family planning services? 

Dr. Suuttz. This part of the study that we are carrying out now. 
The rates of reimbursement are subject to negotiation. Some of the 
reports we have indicate that in some instances it is quite generous 
and in others it is not so generous. We will have to provide the com- 
plete report for the record following receipt of the study which we 
have alluded to earlier. 

Senator Cranston. How do you determine how many individuals 
actually do or will receive family planning services under medicaid ? 

Is it an estimate, or is it based on a sampling? 

Dr. Suurrz. We may be dealing with two different situations. The 
figures that have been provided with regard to capacity are estimates. 
The reported figures of. those actually who have been eligible are based 
on material coming from the National Family Planning Service 
Reporting System, and some of the other automated data processing 
systems, plus other studies. 

So that we have a combination of information available here. 

Senator Cranston. Regarding the 5-year plan, since the 5- 
year plan update which was required by law to be forwarded to the 

ngress by January 1 has just now reached us, we have been unable 
to study it adequately. But in your judgment is the administration 
still committed to the achievement of the objectives set forth in the 
5-year plan first submitted in October 1971? 

Dr. Simmons, We are still committed to provide family planning 
services to those who desire but cannot afford them. 

Senator Cranston. Does that mean that you plan to serve 6.6 mil- 
lion by 1976? 

Dr. SrwMows. No. It means that we are prepared to subsidize these 
services for those who desire but cannot afford them. 

The number is indeterminate at this time, and it was indeterminate 
at the time that planning estimate was made. We recognize it as such. 
That can change from 3.5 million to 6 million depending on 
your definition of what is & person in need. 

_ Senator Cranston. Are we going to have a reduced definition that 
18 pone to change the goal ? 

r. SIMMONS. No, I would not call it a reduced definition. There is a 
definition, some of which is spelled out in law, and some of which we 
can adopt as appropriate for planning purposes. 

Dr. HELLMAN. I think the definition you will get—I cannot give you 
the number—will be the aggregate of the States’ estimates of individ- 
ual State needs. 

Senator Cranston. In view of employment problems, inflation prob- 
lems, and other problems, it is not very likely that somebody who could 
not afford services 2 years ago could afford them now. 
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Dr. Srwwows. I believe it is. I believe that the employment situation 
has changed at least regionally. Certainly other situations have 
changed, one of which being how many children a particular individual 
wants. That is certainly in a state of flux. 

Senator Cranston. Could you submit that for the record, taking into 
account inflation ? 

Dr. HRLLMAN. We are waiting for data from the Bureau of the 
Census which will give us numbers of people in various income cate- 
gories. We had intended to have those data for this 5-year plan prog- 
ress report. The data are not yet ready, and I cannot tell when they 
will be ready. 

Senator NSTON. Are you saying that the statistics in the original 
5-year plan, that were in the projections, were arrived at on the basis 
of inadequate data? 

Dr. HELLMAN. No, sir. They were perfectly adequate data for plan- 
ning, and they are based on certain assumptions. They were planning 
data. They were not a commitment as far as the administration was 
concerned to a specific number of patients. 

Senator Cranston. The chart on page 58 (table 25) does not con- 
tain estimates of the required level of Federal funding for the next 
8. years on which we can base our legislative proposals. Could you 
provide those figures, identified by program and statutory authority, 
and tell us how these estimates are different from those Secretary 
Richardson forwarded to this committee in November 1971? 

That would be for the record. 

Dr. HxLLMAN. We do not have available the Federal budget esti- 
mates for fiscal years 1975 and 1916. 

Senator Cranston. In November 1971 it was broken out. Will you 
provide for the record whatever you can? 

Dr. Simmons. Yes. 

[The information subsequently supplied follows :] 
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Senator Cranston. I think you are aware that Public Law 91-572 
requires that you furnish data on the projected costs of the program, 
and obviously we need to know what the Federal share might be since 
it is the only portion over which we have any control. We have taken 
some steps in S. 1708 which we hope will insure that we get this 
information in the future. 

I would like to insert in the record Secretary Richardson's Novem- 
ber 1971 letter to this subcommittee and the funding projections which 
accompanied it. This letter anticipated some changes in the mode of 
funding of family planning services which have not yet come to pass. 

He said: 

We believe that these costs need to reflect the impact of pending legislation 
that will drastically alter the way we provide and pay for family planning serv- 
ices. These legislative proposals include: H.R. 1; The Family Health Insurance 
Plan; the National Health Insurance Standards Act ; and anticipated changes in 
title V of the Social Security Act. 

It is clear. however. from the table summarizing the major sources 
of Federal funding for family planning services that several of the 
resources listed, such as OEO, have been phased out. and that some of 
the support now coming from title V of the Social Security Act will be 
terminated on June 30 of this year. 

Does that not place greater importance than ever on the availability 
of project grants under title X ? 

Dr. Stumons. It places a need for project grants to be still avail- 
able. and that is why they are available and represent about 60 per- 
cent of the total. 

The OEO funds are not totally cut off. Some of those programs, as 
you know, are going to be transferred to HEW. 

Senator Cranston. Is it clear that you can give us the same break- 
out of material that Secretary Richardson provided at that time? 

Dr. Srusrons. We will try, Mr. Chairman. 

Senator Cranston. Is there any change that makes it impossible to 
do now what they were able to do then? 

Dr. Stamons. I do not know. I will have to check. 

Senator Cranston. Let the Secretary know about our interest in 
trying to get those figures. 

[The information requested and subsequently supplied appears on a 
preceding page. | 

Senator Cranston. Certain language appeared on page 72 of the 
second draft of the progress report that most organized programs 
are facing an increased demand for services and are limited in meeting 
it solely by lack of funds. This language has been deleted in the final 
report. In the face of this strong evidence that organized programs are 
capable of helping substantially to meet the 5-vear plan objectives 
of reaching 6.6 million women wanting services but unable to afford 
them, I would like to know how you justify shifting any expansion 
of this program to third party reimbursement ? 

Dr. Stasrons. Mr. Chairman, we do not have the document you are 
quoting from right now. so I am not sure. 

Senator Cranston. Suppose we submit that. I have another ques- 
tion on the same report that I will also submit for the record. 

[The information subsequently supplied follows:] 


l. 


Jiu . 
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The second progress report on the five-year plan indicates on 
page 72 of the second draft that most organized programs are 
facing an increased demand for services and are limited in 
meeting it solely by lack of funds. This language has been de- 
leted in the final report. In the face of this strong evidence 
that organized programs are capable of helping substantially 

to meet the five-year plan objective of reaching 6.5 million 
women wanting services but unable to afford them, how can you 
justify shifting any expansion of the program only to third- 
party reimbursements? 


The projection in the original five-year plan was an estimate 
solely for planning purposes and does not represent a Federal 
commitment to support a specific service capacity within any 
particular time period. As stated in our current progress 
report, the number of women estimated to need subsidized family 
planning services at low-income levels over the 12 months of 

FY 1973 is not a single number, but a range of from 3.3 million 
at the poverty level to 6.3 million at 150-percent-of-poverty. 
The Social Security Amendments of 1972 provide significant new 


incentives. for the provision of family planning services. The 
Act imposes a penalty of one percent per annum on the Federal 
share of AFDC funds on States which fail to provide these services 
in the previous year to eligible persons desiring them. In 
addition, the Act increases the Federal share of matching for 
family planning services under Title IV-A -- AFDC -- to 90 per- 
cent from 75 percent and increases the Federal share for family 
planning services under Title XIX -- Medicaid -- to 90 percent 
from a variable formula with a range from 50 to 83 percent 

Federal matching. 


The same progress report draft on page 77 stated that: "SSA 
public assistance limits eligibility to families with at least 
one minor child. This means that programs cannot provide ser- 
vices to women who do not have children, a particularly important 
target group. To accomplish federal family planning services 
objectives, financing mechanisms are needed to support subsidized 
services to childless individuals." 


"Since only about 20 percent of the individuals currently re- 
ceiving services through project grant programs are eligible 

for SSA assistance, programs have been compelled to rely on 
project grants, both to establish services and to meet operating 
costs." 


The final report and your prepared testimony seem to depart from 
this reasoning. Was this due to opinions expressed by O.M.B? 


Since the proposed regulations for Title IV(A) are currently 
being revised, eligibility standards have not yet been determined. 


Public Health Service Act project grants and Social Security Act 

Title V formula grants to States will still be available to pro- 

vide services to many individuals not eligible under either Title 
IV(A) or Title XIX, 


306 


— — — e 


* Senator (nN STox. Of the 1.2 million individuals deemed to be low 
income reached by private physicians, what proportion are now 
reached under medicaid. and what proportion by title IV supported 
services? 

Dr. Sissons. I do not have that figure. We will try to provide it 
for you. 

Senator Cranston. Fine. 

[The information subsequently supplied follows:] 


Private Physician Family Planning Patients 
Supported by Medicaid 


We do not have a breakdown of the actual family planning 
services for which the States have sought reimbursement under 
Title XIX since Medicaid has not required the States to 
report by diagnoses, but rather by class of provider (in- 
patient hospital, outpatient hospital, clinic, physician or 
pharmaceutical). 


In justifying claims for 90 percent Federal matching in the 
future, the States will be required to provide detailed 
information on the family planning services provided. 


Private Physician Services Under Title IV-A 


In FY 1972, 925,000 individuals received family planning 
social and medical services under Title IV-A. Of this total, 
100,000 received medical services paid for with Title IV-A 
funds. One hundred seventy-eight thousand of the total 
925,000 received payment for medical services under Title 
XIX. It is not known how many of the 278,000 individuals 
who received medical services were served by private 
physicians. 
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Senator Cranston. The progress report just submitted estimates 
that by 1975 some 300,000 fewer women will be served by organized 
programs than projected in the 1971 5-year plan on the basis that it 1s 
expected this additional number of women will be served by private 
physicians. 

On what do you base this assumption ? 

Dr. Suuttz. That assumption is based on information which we had 
available from two studies which were not available at the time of the 
original 5-year plan. It indicated that private physicians were supply- 
ing services in larger numbers than we had originally projected. 

"Therefore we assumed that we were making a correct projection 1n 
assuming that more women would receive services from private physi- 
cians than was originally estimated. 

Senator Cransron. What program authorities will provide for re- 
imbursement of these physicians? 

Dr. Snvurrz. Title IV (a) and title XIX, particularly title XIX, will 
provide for reimbursement of these physicians, and apparently is pro- 
viding for such reimbursement. 

Senator Cranston. In regard further to the updated plan that we 
received yesterday, page 24 states : 

he individual State plans under Medicaid will determine the goals and 
priorities for family planning services within each of the States. This aggregate 
of State and local activities will constitute the nationwide program. 

Does this new policy not mean that HEW is throwing out the na- 
tional goals, which the President established in 1969, of providing 
family planning to all those who want them but cannot afford them— 
6.6 million women ? 

Dr. Srumons. No, sir, it does not. The President has said that it con- 
tinues to be a national goal to provide assistance to those who want but 
cannot afford family 1 services. What we are saying is we think 
those locally and at the State level can better make that judgment than 
we can here in Washington. This is why it is being proposed that the 
judgment be made there. 

As Dr. Hellman pointed out, we continue to provide the project 
grant funds which provide a cushion in those specific areas that m 
be slow in catching up and in areas where some disadvantaged will 
not have services available without them. 

Senator Cranston. Do you specifically say that you are standing by 
the avowed goal of the President to provide services for all those who 
want them but cannot afford them? 

Dr. Stamons. We are standing by that statement; right. I would 
point out that that is not 6.6 million women. It may be a different 
figure. and it is probably lower. 

Senator Cranston. On page 25 it says that you regard a county as 
"covered" if facilities are located within normal commuting distance 
in adjacent counties. What do you mean by that. 30, 40, 50 or 60 miles? 

Dr. Suurrz. That was determined by the individual regional office 
in cooperation with the State health agency which was requested to 
work with the regional office in determining whether or not a county 
was covered, so it would vary geographicallv. There would be no 
specific standard nationwide. It would vary within individual States. 

Senator Cranston. Is that distance to be covered by car? 
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Dr. Suvrrz. It would be determined by the standard which was set 
by the State and regional offices. 

Senator Cranston. We are talking about 50 or 60 miles in some cases 
I presume? 

r. SHULTZ. I would assume, yes, sir, we could be speaking of fairly 
considerable distances in certain areas. 

Senator Cranston. In view of research findings that geographical 
proximity promotes continuity of clinic attendance and contraceptive 
practice, do you think it is realistic to expect women to travel 50 or 60 
miles for family planning services? 

Dr. Sım{moxs. Well, yes. We turned it around and we say that it 
might be unrealistic and impossible to achieve any services, any closer 
than ian You do have to staff them, you do have to attract profes- 
sionals. 

What we are saying is we think we are close to that point where for 
financial reasons, for reasons of inability to attract professionals com- 
petent to provide the care, et cetera, we have achieved about what we 
can. 

There may be isolated instances where that is not so. 

Dr. Suurrz. There have been studies to indicate that people will go 
long distances to obtain their health care services and that tis is more 
satisfactory to them than providing the services within a i::iited geo- 
graphic area. They prefer a wider range of selection than could be 
made available within rural counties when it was attempted to set up a 
specific health service. There is a long history to justify this approach. 
and the approach appears to be responsive to the desires of individuals. 

Senator Cranston. Table 3 in the update shows three levels of esti- 
mated need: below poverty, below 195 percent of poverty, and below 
150 percent of poverty. The original 5-year plan used the 150-percent 
level to define need. Why do you now submit the lower estimates? Has 
HEW abandoned the objective of serving all those who are below 150 
percent of poverty before 1975? 

Dr. Suvurtz. This was never an established objective. It was a plan- 
ning estimate, something within which one might work. A number of 
events have transpired since the submission of the original 5-year 
plan. Among these was the publication of the regulations for p ect 
grants which established a level below which no charge might be made 
at approximately 135 percent of the poverty level. 

In addition to this, it was recognized that there were other factors 
operative, so that for planning purposes it becomes more desirable to 
show a wider and broader range, so that the estimation of program ac- 
complishment can be keyed to whatever the mix of goals may be. 

Senator Cranston. As you know, S. 1708 calls for use of the Bureau 
of Labor Statistics lower minimum budget level, which is $7.214 per 
year, to define low income for family planning purposes. We did that 
In response to demands from many communities that many people in 
the marginal income ranges also need voluntary family planning serv- 
ices, particularly to avoid dependency. 

What is HEW's attitude toward this issue? 

Dr. Hert an. Our clinics really have no means test for entrance. An 
individual can come into a clinic and be unable to pay anything, and 
be financed either through medicaid or some other means of support. 
But an individual can attend one of our clinics and can pay part or 
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totally for his care. There is no restriction in any of our centers for 
entrance. 

Senator Cranston. I have some further questions on the progress 
report on implementation of the plan that I will submit to you as well 
as on the effects of programs ander title V of the Social Security Act. 

[The information subsequently supplied follows:] 
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Additional Questions Requested by the Committee 


I. Five-Year Plan Proqress Report 


A. 


On page 33 of the second progress report on the 
Five-Year Plan, Table 8 shows that almost all 
patients presently in programs have incomes below 
twice the poverty level. Why shouldn't we use 

that level for planning and eligibility?  Shouldn't 
the Federal Government assist these people of low 
or marginal income to avoid the dependency which 
comes from unwanted births? 


Public Health Service Act project grants and 

Social Security Act Title V formula grants to 
States will be available to provide family planning 
services to many of those not eligible for either 
Title IV-A or Title XIX assistance. 


On page 32, you say that about 1.9 million women 
below 150 percent of poverty were served in organ- 
ized programs and 1.2 million by private physicians 
in 1972. On page 27, you indicate that the need 
estimate in 1972 was 6.2 million women below 150 
percent of poverty. That means that the President's 
goal was about half accomplished then. Wouldn't you 
say that this has been a remarkably successful 
program? Why then do you propose to phase out the 
project grant mechanism which has generated this 
success? 


Yes, the program has been very successful. By the 
end of FY 1972, subsidized family planning services 
were available to residents in 2,379 of the 3,099 
counties and districts in the United States. These 
subsidized services were available to them either 
in their own county or through facilities in adja- 
cent counties. Organized programs served about 
2,612,000 patients in FY 1972, three-quarters of 
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whom were estimated to have incomes below 150 
percent of poverty. Another 1,238,000 low-income 
women are sstimated to have secured family planning 
care from private physicians in FY 1972. 


The Administration has requested a significant 
amount for project grants in FY 1974. 


C. Page 38, table 11 shows that if organized programs 
increase and serve 4.9 million women by 1975, the 
national goal could be achieved. How does the rate 
of growth shown in table 11 compare with the pro- 
gram's actual rate of growth from fiscal years 
1968 to 1972? 


The rate of growth estimated in table 11 is the 
same as that estimated for organized programs 
during fiscal years 1971 and 1972. However, the 
national goal is now the aggregate of State and 
local programs. 


II. Funding Levels 


A. Page 52, table 20 shows $145 million as the Federal 
share of FY 1973 costs excluding Medicaid. But 
page 44 states that the National Center has only 
$98.5 million to obligate for project grants in 
1973, and page 59 says that the MCH Service has 
$16.2 million. What are the sources of funding 
of the remaining $30.3 million? 


The funding sources for the Federal share in FY 1973 
are a8 follows: 


Source Amount 
NCFPS $97 million 
MCHS 14 million 
OEO 10 million 
*SRS 23 million 
Total $144 million 


*Includes Medicaid reimbursements to organized programs. 
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Page 54, table 20 also shows $42 million as the 
non-federal share. Page 52 mentions that the 
information was secured from "discussions with 
State officials." We have had testimony that the 
maximum currently available from private contri- 
butions is $15 million and from state and local 
governments $5 million. How do you reconcile 
these figures? Are your data based on records of 
actual expenditures? 


Our estimates are based on the best information 
currently available to Regional Family Planning 
Directors. 


Page 58, table 25 purports to estimate the total 
costs, but the figures don't match the program 
targets shown in table ll. For example, the 
$365-395 million shown for services in 1975, at 
$66 a patient, would pay for services to 5.5 to 
6.0 million women, while table 11 shows the 
targeted service levels in 1975 at 6.6 million. 
How do you explain this discrepancy? 


Table 25 assumes that average cost per patient 
will be less than $66. The average cost per 
patient is expected to range between $55 and $60. 


Pages 65-66, tables 29 and 30 purport to show the 
estimated number of patients receiving services 
under Title IV(A) and the estimated dollars to be 
spent under Titles IV(A) and XIX. How were these 
figures derived? Please submit for the record a 
detailed statement of the methodology employed, 

the record keeping systems on which the data are 
based, the detailed information secured from the 
States, and the basis of the 1973-74 projections. 
We have received testimony that Title IV(A) 
financing of family planning services has been 
limited to a few states and that the new regulations 
issued by HEW this month will cut back the use of 
this resource even further. If these statements 
are true, this report's section on Title IV(A) seems 
quite misleading. Therefore, the Subcommittee 
wishes to see exactly how those estimates were 
prepared. 
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Title XIX 


Before the enactment of Public Law 92-603, Federal 
expenditures for family planning services were 
projected at $6.5 million in FY 1971, $8.7 million 
in FY 1972, and $10.6 million in FY 1973. It should 
be noted that family planning services were not a 
mandatory Medicaid service and were not a specific- 
ally reported line item in either States' estimates 
of their Medicaid expenditures (OA-25 Report) or 

in their statistical reporting to the National 
Center for Social Statistics (NCSS B-1, B-4 Reports). 
The estimates for FY 1971-73 are therefore projec- 
tions based on a combination of NCSS cash assistance 
and Medicaid population data and the findings of the 
1971 AFDC Study. 


Better estimates and statistical reporting should be 
available from FY 1974 onward due to modifications 
in the forms noted above to account for the change 
in the status of family planning brought about by 
PL 92-603. 


Total expenditures are projected at $26.6 million in 
FY 1973 and $34.0 million in FY 1974, with the Federal 
share $22.4 million in FY 1973 and $30.6 million in 
FY 1974. i 


Section 299E of Public Law 92-603, providing man- 
đatory coverage of family planning services with 90 
percent Federal matching, is expected to increase 
utilization and expenditures for family planning 
services. Prior to the passage of Public Law 92-603, 
total expenditures for family planning services under 
Title XIX were projected at $19.3 million in FY 1973 
and $21.0 million in FY 1974. It is expected that a 
50 percent increase in utilization will result from 
passage of Public Law 92-603. Since the mandatory 
coverage and 90 percent matching are effective for 
less than a full year in FY 1973, only three-fourths 
of the 50 percent yearly increase is projected for 
FY 1973. With FY 1974 being the first full year of 
mandatory coverage and 90 percent matching, the 
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trend towards increased utilization and expenditures 
can be expected to continue. This raises projected 
expenditures for family planning services to $26.6 
million in FY 1973 and $34 million in FY 1974. 


Table l shows the estimated expenditures and recip- 
ients of family planning services from FY 1970 

through FY 1974. The parallel increases in recipients 
and payments for FY 1973-74 are due to an increase in 
availability and utilization of services resulting 
from Public Law 92-603. The Federal share of payments 
shows the greatest percentage increase, because in 
addition to increased utilization, Federal matching 

is raised from 55 percent to 90 percent of total 
expenditures. For FY 1973, the Federal share averages 
to 83 percent because the increased matching is not 
effective until November. 


The greatest increases are projected for fiscal year 
1973, with recipients up 57 percent and payments up 

68 percent. Even prior to Public Law 92-603, an 
increased emphasis by States on making family planning 
services available was expected to produce a 22 percent 
increase in expenditures. With the passage of the 
Social Security Amendments, family planning was 
changed from an optional to a mandatory service, and 
Federal matching was increased from an average of 

55 percent to 90 percent. This is expected to produce 
an immediate jump in recipients and payments in 

FY 1973, with a significant but somewhat similar 
increase expected in FY 1974. 


Table 1 
Title XIX Family Planning Services 
Recipients Payments (in millions 
2 2 Federal 2 
Tot al Increase Total Increase Share Increase 
1970 270, 000 —— $11.1 -—— $6.1 — 
1971 280, 000 4% $11.8 62 86.5 72 
1972 350,000 25% $15.8 342 $8.7 342% 
1973 550,000 572 $26.6 682 822.4 1572 


1974 700, 000 27% $34.0 282 $30.6 372 


815. 


Title IV-A 


Prior to June 1973, estimates of the family planning 
program financed through Title IV-A were based upon 
the following information: 


(1) "Characteristics Studies" which provided data 
on the number of public assistance recipients 
receiviag family planning services. 


(2) Informal estimates from States and other 
organizations as to cost per recipient for family 
planning under these programs. Even less informa- 
tion has been available for estimating the amount 
of family planning program directed to former and 
potential recipients of public assistance. 


Realizing the information base for making acceptable 
estimates for family planning was adequate, SRS took 
action to get estimates from the States on their 
family planning expenditures by including this item 
in the requirements for expenditures estimates 
reported on the SRS-OA-25 "Forecast of Expenditures." 
Preliminary estimates submitted on this document 
indicate that SRS had underestimated the funds going 
into this program. To date SRS has received estimates 
of expenditures of Federal funds from 17 States which 
total $13,968,900 for FY 1973, $23,559,400 for 25 
States for FY 1974, and $24,316,100 for 25 States for 
FY 1975. 


A listing of Title IV-A family planning estimates by 
the States can be found on Table I. Please note that 
only two of 25 States reporting (Illinois and North 
Carolina) indicate a decrease in their family planning 
program in 1974. 


Table II displays the unit costs for family planning 
under Title IV-A, the rate of Federal financial par- 
ticipation under Title IV-A, and the interface of 
Title IV-A with the Title XIX family planning program. 


Table III provides an overview of the method used in 
calculating current estimates. During the upcoming 
year, data will become available for making more pre- 
cise estimates. Data received on the May 1973 SRS-OA-25 
estimates from the States (Table I) indicate that SRS 
estimates are probably conservative. 


98-030 O -73 - 21 
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Table I 


Title IV-A Family Planning - 
Estimated States' Expenditures of Federal Funds 


TOTALS $13,268,900 $23,352,400 $24,336,100 
Alabama * * * 
Alaska * * * 
Arizona * * * 
Arkansas * $1,125,000 $1,350,000 
California * * * 
Colorado * * * 
Connecticut $10,000 23,000 23,00€ 
Delaware * * * 
District of Columbia * * * 
Florida * * * 
Georgia 157, 000 1,967,000 1,967,000 
Hawaii * * * 
Idaho Au, 000 58,800 58,800 
Illinois 936,000 870,000 (870,000; 
Indiana 740,000 1,868,000 1,962,006 
Iowa * * * 
Kansas -0- 15, 000 90, 00€ 
Kentucky * * * 
Louisiana 8,668,000 10,600, 000 10,600,000 
Maine * * * 
Maryland * 900, 000 900, 900 
Massachusetts * * * 
Michigan * * * 
Minnesota 332,000 436,000 458, 000 
Mississippi * * * 
Missouri 368,000 829, 000 837,000 
Montana * * * 
Nebraska * * * 
Nevada * 50,000 50,000 
New Hampshire * * * 

New Jersey 36,000 5, 000 54,000 
New Mexico * 87,000 216,00 
New York 1,215,000 1,215,000 1, 215, 0% 
North Carolina 246 , 000 15, 000 45,000 
North Dakota 107,900 127,600 148,30 
Ohio * * * 

Oklahoma 118,000 118,000 118,00 
Oregon * * * 

Pennsylvania * 1,000,000 1,000, OO 
Rhode Island 6,000 15,000 10,007 


317 


Oe 
(Continued) 
FY'73 FX TU FY'T5 

South Carolina * $ 200,000 $ 400, 000 
South Dakota * 100,000 (100,000) 
Tennessee * * * 
Texas $450,000 1,236,000 1,236,000 
Utah 222,000 320,000 320,000 
Vermont * 279,000 288,000 
Virginia * * * 
Washington * * * 
West Virginia * * * 
Wisconsin * * * 
Wyoming A * * 
American Samoa - - * 
Guam * * * 
Puerto Rico * * * 
Trust Territory - * 

* * 


Virgin Islands 


* Not Reported 
Parentheses indicate estimates made by SRS rather than the States. 


Source - May 1973 SRS-OA-25 - Projection of Expenditures 
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Method Used in Computing 


Family Planning Estimates for Title IV-A 


Step I - Public Welfare Cases in FY '72 


(a) 


(b) 


(c) 
(a) 


(e) 


(£) 


(g) 


Average monthly number of money 


payment cases 2,918,000 
Estimated new money payment cases 

during the year 1,546,000 
Total cases on-board during FY '72 u, 464,000 


Percent of cases at one point in 
time which were receiving or 
had received a family planning 
service during the year 


Current Cases 21.0% 
New Cases 10.5% 


The above estimates are based on 1971 
Characteristic Study which showed that 
on January 1, 1971 the percent of cases 
on-board had received or were receiving 


family planning: 


18.2% F.P. service without medical 
referral 

8. 5 F.P. service with medical 
referral 


Number of money payment cases 
receiving family planning 


Current Cases 613,000 
New Cases, 162,000 


Unit cost per case (estimate based 
on telephone survey of selected States 
by our Regional Offices) $20 


Federal expenditures for money 


payment cases $15,500,000 


ditatah Me 
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. Table III Cont'd. 


Step II - Former and Potential Cases in FY '72 
(a) Total Federal expenditures $18,500,000 
(b) Less money payment cases $15,500,000 
(c) Amount expended on former 
and potentials (a) minus (b) $ 34000,000 


(d) Number of cases receiving 
family planning ((e) € by 


unit cost $20) 150,000 
Step III - Summary 
Number Amount 
m of in 
Persons Dollars 
Current money payment 
recipients 775,000 $15,500,000 
Former and Potentials 150,000 3,000,000 
Total FY ‘72 925,000 8585500, 000 


Changes in Method for FY IZ and FY 'Th 


Basically the same format for estimating FY 73 and FY 7h was used 
with allowance for changes in Federal financial participation, 
impact of the mandatory provision in the legislation and the impact 
of new regulations. These changes are indicated on Table II. 
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Page 66, table 30 shows an estimate of $52.5 million 
under Title IV(A) and XIX for family planning ser- 
vices this year. Those figures are also carried in 
the FY 73 budget, aren't they? Since they are 
included in the budget as expenditures, I assume 
that HEW has no objection to their being spent. 
Would HEW object if Congress directed that these 
sums be transferred from SRS to the National Center 
and spent for family planning services? 


The $52.5 million for family planning services under 
Titles IV-A and XIX is only the amount estimated to 
be expended for these programs. Family planning 
funds under Titles IV-A and XIX are not separate 
appropriations. Fund control is at the appropriation 
level for all Title IV-A and XIX programs. 


Page 67, we would also like for the record the 
detailed data from the states on which the estimates 
in table 31 are based and information on the record- 
keeping systems underlying these estimates. 


Table 31 is based on the same information as are 
tables 29 and 30 cited in item II D above. 


Do you have an estimate of the proportion of total 
income which family planning programs now derive 
from third-party reimbursements? 


This information is not available. 


Of this percentage how much do you estimate is 
derived from Medicaid and how much from Title IV(A)? 


This information is not available. 


l. Do you have an estimate of how much of the 
income of neighborhood health centers providing 
comprehensive health services is derived from 
third-party payments such as Medicaid, Title IV (A) 
and Medicare? 

2. Do you think this figure can serve as a guide 
to the optimum amount which could be expected from 
reimbursements under Medicaid and Title IV(A) if 
all states utilized Medicaid and Title IV(A) fully? 


This information is not available. 
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III. Social Security Act Title V 


A. 


Could you tell me what is the current level of 
expenditures under the Sec. 508 special project 
grants for family planning services authority of 
Title V of the Social Security Act? About how 
many patients are served under this authority? 


FY 1973 obligations for Sec. 508 special project 
grants are estimated at $23.5 million, $4.5 
million of which is administered by the Maternal 
and Child Health Service and $19 million by the 
National Center for Family Planning Services. 
This will provide services for approximately 
120,000 patients in Maternity and Infant Care 
Projects administered by the Maternal and Child 
Health Service and 316,000 patients in NCFPS 
programs. 


Could you tell me what is the current reported 
level of expenditures for family planning under 
the Sec. 503-formula-grants-to-the-states-for- 
maternal-and-child-health-authority of the Social 
Security Act? About how many patients are being 
reported? 


FY 1973 obligations for family planning services 
under Sec. 503 formula grant authority are esti- 
mated at $11.7 million. An estimated 867,000 
patients will be served. 


I understand that these figures advanced by HEW 
for the M.C.H. state programs are estimates. 
Could you tell me how: they compare in accuracy 
with the levels of services reported either 
through the National Uniform Reporting System 
or through the county studies which have been 
conducted by the Department? 


The figures are supplied by individual State MCH 
programs. Some of the clinics in these programs 
participate in the National Reporting System. 
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With regard to this reported patient figure through 
S.S.A. Title V programs, since many of the Title X 
project grant awards are made to state health agen- 
cies, isn't it possible that some of the one million 
patients they are reporting are actually being pro- 
vided services through Title X project grant programs 
rather than through M.C.H. formula grants. 


Since many State health agencies receive funds from 
a number of sources, it is possible some duplication 
occurs in reporting numbers of patients served. 


Is it also possible, since the state M.C.H. division 
of the health departments are responsible for super- 
vision of family planning services, that in their 
estimates states may include services provided by 
O.E.O. through local hospitals, or even through 
Planned Parenthood? 


It is possible. 


Under M.C.H. formula grants, when you cite these 

patient numbers, does it mean that each of the 

patients served has received a general gynecological 
examination, a pap smear, lab tests and all the other 
related health services required in the Title X 

Federal project grant regulations and guidelines for 

the provision of comprehensive family planning services? 


The services required under Title V guidelines are 
essentially the same as those under Title X. 


Along these same lines, I want to ask you about the 
future of the Sec. 508 special project grants author- 
ity for family planning under Title V of the Social 
Security Act. I understand that you plan to pick up 
the costs for these projects under Sec. 314(e) of 

the Public Health Service Act after June 30, 1973 
when they expire, is that correct? 


Sec. 508 special project grant authority has been 
extended through June 30, 1974. 
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H. If yes, as I understand Title V of the Social 
Security Act, when these special project author- 
ities are phased out, the state health agencies, 
particularly the M.C.H. divisions, are by law 
supposed to pick up the costs through their 
increased Title V formula grant funds, isn't 
that correct? 


See item III G above. 


I. Doesn't your transferring the costs of these 
projects to Sec. 314(e) demonstrate your reluc- 
tance to place responsibility for these projects 
in the hands of the states? Doesn't it demonstrate 
that you do not think the states would in fact pick 
up the costs for these projects with their formula 
grants in funds under Sec. 503, SSA? Doesn't it 
mean that you still think there is a need for 
federal level categorical grants for family planning 
services? 


The Administration believes that during fiscal year 
1974 there will still be a need for project grants. 


IV. 314(e) Authorit 


A. The Social Security Act Title V maternal and child 
health special project grants for family planning 
authority is slated to expire June 30, 1973, and 
since Sec. 314(e) also expires June 30, 1973, can 
you tell me what alternate arrangements you have 
made for the support of these projects if neither 
authority has been renewed by that time? Do you 
propose to continue funding these programs under a 
continuing resolution? 


Sec. 508 special project grant authority has been 
| extended through June 30, 1974. 


/ 


d 


H 
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With regard to Sec. 3l4(e) there is demonstrated 
Congressional interest in drastically restricting 
the use of this section. What kind of arrange- 
ments has the Administration made for the con- 
tinuation of all the special project grants for 
family planning--whether OEO, Title V or Title X 
of the Public Health Service Act--should Sec. 
314(e) be limited as Congressman Rogers has 
proposed? 


Titles V and X have been extended through June 30, 
1974. The Administration has requested an increased 
authorization in FY 1974 under Title X to fund 
former OEO family planning projects. 


Two excellent programs administered through the 
American College of Obstetricians and Gynecologists 
are currently supported by federal project grants, 
one from OEO and the other from the National Center 
for Family Planning Services. It is my understanding 
one of the great values of the two projects is that 
they are repeated in different regions of the country 
so that their effectiveness can be measured under 
varying circumstances. 

Without the national direction provided by the 
National Center for Family Planning with supervisory 
responsibility, could these programs effectively 
achieve their goals? 


The NCFPS currently administers such grants. During 
FY 1974, funds are being transferred to the NCFPS to 
support 200 projects currently administered by OEO. 
All grants, including the ACOG grant, will be re- 
evaluated in terms of current program priorities 
prior to refunding by NCFPS. 
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Senator Cranston. In regard to research issues, Dr. Hellman, I 
had intended to ask you questions concerning recommendations made 
that research in abortifacients should not be supported by the Federal 
Government. You have answered that by your earlier submission. 

Dr. Hellman, as a scientist and medical expert in this, can you tell 
us, from a medical point of view, what is an IUD? 

Dr. HRLLMAN. An IUD is an intrauterine device usually made out 
of plastic that is placed in the uterus as a method of family planning. 

enator CRANsTON. It is an abortifacient device? 

Dr. HRLLMHAN. The mode of action of the intrauterine device is not 
known at this time. We are spending a fair amount of money on re- 
search on the mode of action of these devices. 

Senator CRANSTON. Scientifically you cannot conclude at this time 
that it is an abortifacient device? 

Dr. HELLMAN. No, sir. 

Senator CRANsTON. How many women in the United States now use 
the IUD? 

Dr. HELLMAN. About 214 million. 

Senator Cranston. If this were not a permissible method of family 
planning, what would be the effect on the programs receiving project 
grant support! 

Dr. HELLMAN. The majority of our patients, about 70 percent, use 
oral contraceptives. The next most commonly used contraceptive is the 
intrauterine device. If it were not allowed in our program, I think it 
would have a serious impact on the program. 

The intrauterine device programs abroad are also quite extensive, 
and I think if the United States stopped using these devices, it would 
have a very great impact on family planning abroad. 

Senator Cranston. Is it important to have choices of family plan- 
ning methods? Does this have an effect on the success of the program? 

Dr. HrELLMAN. Yes, I think it is extremely important that we offer 
a broad range of methods to our patients, including rhythm. 

Senator CRANsTON. What will be the effect abroad if there is & 
banning on IUD's? 

Dr. HELLMAN. The role of the United States both in contraceptive 
drugs and in intrauterine devices, and devices in general, is one of 
leadership. When we improve these drugs or devices, other govern- 
ments tend to follow what the United States does in this regard. 

Senator Cranston, It has also been recommended to the committee 
that section 1008 prohibiting use of title X funds in programs where 
abortion is a method of family planning be expanded to prohibit 
use of abortifacient devices and sterilization procedures. 

Could you please comment on that? 

Dr. HELLMAN. I do not believe at the present time we use aborti- 
facient devices. We are very cognizant of the wishes of Congress in 
1008, and also the comments before the House Appropriations Com- 
mittee in 1972 regarding research on abortion. 

Mv policy and the policy of HEW has been to follow strictly the 
intent of Congress in this matter. 

Senator Cranston. You did not comment on the sterilization aspect. 

Dr. HrrrMAN., Sterilization is an accepted method of family plan- 
ning. There have been several legal cases in your own State. The Bie- 


327 


lenson law which was signed by the Governor of California last year 
indicates that prohibition of sterilization for other than medical 
reasons is not acceptable. 

In addition, there is currently a case in Shasta County, California, 
that touches on whether sterilization is a method of family planning. 

It is unrealistic, and perhaps medically unsound, to force a couple 
to use contraceptives after their family has been completed, partic- 
ulavly contraceptives that have a small but real risk involved such 
as oral contraceptives. 

Sterilization is used rather extensively in our program. The in- 
formation we have for the year 1972 indicates that at least 30.000 
women and 10,000 men received sterilization counseling and services 
through our program. 

Senator Cranston. How many people in the entire country do you 
estimate have had sterilization ? 

Dr. HELLMAN. Current fertility surveys indicate that one out of 
five couples who have achieved their desired family size has selected 
sterilization as a means of fertility control. 

Senator Cranston. What is the scientific definition of sterilization ? 

Dr. HeLLmaN. The scientific definition of sterilization is any opera- 
tion which would make either the male or the female unable to re- 
e The common operation in the female is ligation of the 
allopian tubes. The common operation in the male is vasectomy, 
ligation and separation of the tubes that lead from the testes and 
transmit the sperm. 

We are now working—and Dr. Corfman has an extensive pro- 
gram—on what is called reversible sterilizations in both the male and 
female. If you wish for information, I am sure we would be glad to 
furnish it. 

Senator Cranston. Would you supply that for the record. 

Dr. HELLMAN. Yes. 

[The information subsequently supplied follows:] 
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NICHD RESEARCH CONTRACTS AWARDED 


FOR DEVELOPMENT OF REVERSIBLE STERILIZATION 


TECHNIQUES AND DEVICES 


Contract Investigator and Institution FY 72 FY 73 
Number Title (term of contract) 
For Application in the Male 
71-2223 M. Freund - N.Y. Medical College $74,779 
e Use of a Reversible Vasectomy (15 months) 

Device in the Guinea Pig" 
71-2227 E. Nuwayser - Abcor, Inc. (FY 71) $65,297 

Development of New Sterilization $344,847 (15 months) 

Techniques - Male" (24 months) 
71-2229 E. Brueschke - ITT Research Institute $264,386 

"Design and Development of Implantable (15 months) 

Contraceptive Devices for Use in the 

Male" 
72-2765 D. Kraemer - S.W. Foundation for Research $57,374 

"Reversible Sterilization by an (15 months) 

Intravasal Spermicidal Device" 
72-2769 E. Mather - University of Missouri $38,041 

"Development of Evsluation of a (15 months) 

Reversible Vasectomy Prosthesis" 
72-2796 T. Robinson - Tecna Corporation $104,325 

"Development of a Reversible Vas- (15 months) 

occluding Prosthesis" 

Applicat in the Female 

71-2233 E. Brueechke ITT Research Institute $519,465 

“Development of an Intrauterine (15 months) 

Sterilization System for the Female" 
71-2237 RK Erb Frank lin Institute $124,620 

"Device and Technique for Blocking (15 months) 

Fallopian Tubes" 
73-3767 $, Kitrilakig - Tecna Corporation $51,850 

“Clinical Evaluation of a Fluid- filled (12 months) 


Intrauterine Device" 
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Senator Cranston. Going beyond that, how much of the $40 mil- 
lion budgeted for population research in fiscal year 1973 was awarded 
to drug companies? 

Dr. HELLMAN. We will submit that for the record. 

Dr. Corrman. I have it right here. In fiscal year 1973 we had six 
contracts with industry, Senator Cranston, at about $600,000. 

Senator Cranston. Total? 

Dr. Corrman. Yes, total for all six. 

Senator Cranston. I understand that a portion of this was allocated 
to research in pharmaceuticals and a portion to drug delivery sys- 
tems. Could you explain what these two categories are, and the types 
of p ms supported under each? 

r. DURAN. Surely. Most of those contracts were with industry 
to synthesize new agents that we intend to test for their antifertility 
effect. The other categories with industry are to develop methods of 
delivering drugs to people other than by pills. 

Actually we have a third contract which is a testing facility in 
Massachusetts to test compounds that we develop under our direction. 
Those are the three purposes of our contracts with industry. 

Dr. HELLMAN. A drug delivery system would be something like 
this. If you impregnate an intrauterine device with hormone to make 
its action more insured, that would be a different kind of delivery 
system than taking it by mouth or by injection. 

This would have very far reaching effects beyond family planning 
because there are a lot of drugs that are given either orally or by 
injection which you would like to give continuously if you could 
develop a new delivers system, drugs for hypertension, for example. 

Senator Cranston. Could you provide a breakout of the programs 
supported under this funding? 

r. Conr MAN. Industry? 

Senator CRANSTON. Yes. 

Dr. CorrMan. Yes. 

[The information subsequently supplied follows :] 
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Senator Cranston. Dr. Hellman, what do you estimate should be 
appropriated for population research for each of the next 3 fiscal years 
that can be wisely and effectively spent by the scientific community 
to develop a safe and effective means of controlling fertility ? 

Dr. HRLLMAN. I do not know that I can answer that question specif- 
ically. As you know, Government funded population research is faced 
with the same budget constraints that research at NIH in general is 
faced with. 

I would like to say this, that the current level of support, both from 
the Federal standpoint and from the private standpoint, does not pre- 
vent in my opinion the funding of any reasonable and promising ap- 
proach to new contraceptives. 

Senator CRANsTON. How much can be provided now by medical 
research institutions for these purposes? 

Dr. HELLMAN. You mean the foundations? 

Senator Cranston. Yes. 

Dr. HELLMAN. Over the past 3 years the three major foundations 
Ford, Rockefeller, and Population Council—have supplied about $20 
million annually. 

" ates Cranston. What about medical research not supported by 

Dr. HELLMAN. I do not think we have any estimate of how much 
money is put into research by medical schools in this field. 

Senator Cranston. How much is put in by the pharmaceutical 
industry? 

Dr. HELLMAN. The World Bank is just working on those estimates. 
They have no definite figures at the present time. This is a very diffi- 
. cult piece of information to get. 

Senator Cranston. You have an estimate of the numbers of ap- 
proved applications for research in human reproduction which the 
NIH Center for Population Research has been unable to fund ? 

Dr. CorrMaN. In our contract program we fund essentially all that 
are approved because that is a tailormade program, and we can design 
it accordingly. Our grant program is not so designed, and our cur- 
rent funding level of new projects is about 30 or 40 percent. 

Senator Cranston. Could you give us a list of those? 

Dr. Corrman. A list of those that are approved and not funded? 

Senator CRANSTON. Yes. 

Dr. Coxr MAN. We can provide that but probably not until the end of 
the fiscal year. 

Senator Cranston. If you could provide that, as well as those not 
funded. 

Dr. CorFMAn, Yes. 

[The information subsequently supplied follows:] 


LIST OF APPROVED BUT UNFUNDED PROJECTS 


There are approximately 300 approved but unfunded research grants. The list 
will be submitted to the Committee as soon as it is available. 

Senator Cranston. Dr. Hellman, what do you believe will be the 
impact of the administration’s proposal to terminate support of re- 
search training grants on research on human reproduction, research 
in the provision of family planning services, and research in popula- 
tion dynamics? 
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Dr. HzLLMAN. As you know, we were not singled out for termina- 
tion of training grants. This applies across the board. I think that as a 
long-term policy this is self-defeating, but as a short-term measure, 
it will allow us to assess training needs. 

We have to assess different methods of training people and examine 
the question of equity. Should training for scientists be subsidized 
without subsidizing training in other disciplines? . 

Dr. Stusrons. I think we should be clear about the fact the adminis- 
tration is not against research training. Research training is a respon- 
sibility of the individual who desires such and the Federal responsi- 
bility 1s to make available scholarship or loan funds. l 

Senator Cranston. Getting to a few general questions, at a hearing 
before the subcommittee in May—Ms. Randy Engel, executive direc- 
tor, U.S. Coalition for Life, presented the subcommittee with a report 
which she describes as *replete with necessary documentation which 
See Ee the gross violations of the Tydings Act by governmental 
and private profit and nonprofit entities." 

I forwarded this documentation to you immediately and asked that 
the report be reviewed and that you report back to the subcommittee 
today with comments on the report and advise us of any violation 
and actions that will be taken to correct them. We received your 
May 18 letter which certainly is not specific on the allegations. 

May I have your response to the allegations contained in this report. 

Dr. HELLMAN. Ms. Randy Engel stated in her testimony before you 
that she had a document of some 200 pages to back up her allegations. 
The three volumes of documents that you sent me may have added 
up to 200 pages, but they were a miscellaneous hodge-podge of scien- 
tific research, newspaper clippings, and other kinds of writing that 
had no real bearing on whether there had been violations of section 
1008 of the Tydings Act. 

I think my letter to you covered these violations. but I will, if you 
want to go into them specifically. submit them for the record. 

For example, she says violations include the establishment of fund- 
ing of teenage fornication and abortion centers. Now, in the first place 
I am not sure I understand her English. I do not know what a forni- 
cation center is. 

Is the word used as an adjective or is it a noun. indicating what we 
are teaching in these centers? I have looked into the teenage situation, 
Senator, and I can assure you that this clinic does not violate any section 
of the Tydings Act or any of the laws of the State of Illinois. 

I do not think it is profitable, sir, to go through these allegations 
one by one, but if you wish me to do so, I will submit them for the 
record. 

Senator Cranston. Dr. Hellman, there are wide disparities of view- 
point obviously in this general matter. There are deeply held convic- 
tions based on moral and religious and other factors that affect the 
thinking of individuals in these matters. 

Where there are specific allegations that you can understand and 
specific acts, I think those people in the committee are entitled to a 
response to them. Where they are general and not traceable to anything 
you can place your finger on, I can understand your inability to re- 
spond, but I think you should respond to specific allegations where 
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rt such in a document submitted to you; if you would for the 
record. 

Dr. HeLLman. All right. I really think if you as a lawyer looked at 
these allegations you would say they are non-specific. 

Senator Cranston. I am not a lawyer. I think there are specific con- 
cerns expressed there. If there are no specific allegations there that 
you can respond to in any way, then please indicate that to us in 
writing, but your letter did not respond in that fashion. I realize 
this is an onerous task, but I think it is necessary to see if there are 
specific charges that you can answer specifically. 

If you could seek the advice of HEW general counsel, perhaps that 
would be helpful. 

Dr. HELLMAN. I sought the advice of HEW general counsel before 
I wrote you the letter. 

Senator Cranston. I am afraid we have to go further. 

Dr. Hetuman. I understand, sir. I will do my best. 

Senator 5 I thank you. I realize it is a difficult task to come 
ps with. 
he following information was subsequently supplied for the 


e 
record :] 


MARTISON A. WILLIAMS, JR., M.J., CHAIRMAN 


JP RANDOLPH, W. VA. JACO K. JAVITS, N.Y 
CLAIBORNE PELL, DÄ. PETER M. DOMINICK, COLO 
EDWARD M. KENNEDY, MASO. MCHARO 8S. SCHWEIKER, PA 
GAYLORD NELSON, wis. ROBERT TAFT, JR.. Otto 


WALTER F. MOMOALE., M PNIS. J. GLENN BEALL. 70. MD. "dt L2 
THOMAS F. EAGLETON, MO. ROBERT T. STAFFORD, VT. led State Senate 
ALAM CRANSTON, CALIF. Tt s 
MAROLD E. HUGHES, IOWA 
WILLIAM D. HATHAWAY, MAINE COMMITTEE ON 
LABOR AND PUBLIC WELFARE 
STEWANT €. MCCLURE, STAFF DIRECTOR 


ROBERT €. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 
May 14, 1973 


Dr. Louis Hellman ` 
Deputy Assistant Sesretary of Hebàth 


In presenting testimony before the Special Subcommittee 
on Humana Resources on Mey 10, Mrs. Randy Engel provided 
the Scbeommittee with & report she described as "replete 

- with necessary documentation, which highlights the gross 
violations of the Tydings Act by governmental end private 
ead non-profit entities.” 


I am forwarding Mrs. Engel's report to you for review and 
comment en the allegations made end would appreciate your 
providing the Subcommittees with a report at the time of 
the Department's 6ʒ—1 8 


tee, May 23rd. 
Thank yeu very much for your cooperation with the Subcom- 
mittes. 
Sincerely, 
Alan Cranston 
Chairmen, Special Subcommittee 
on Mumen Resources 
Enc losure 


COPY 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


OFFICE OF THE SECRETARY 
WASHINGTON, D.C. 30201 


May 18, 1973 


Honorable Alan Cranston 
Chairman 
Special Subcommittee on Human Resources 
Committee on Labor and Public Welfare 
United States Senate 
Washington, D.C. 20510 

1 


Dear Senator Cranston: 


Thank you for your letter of May 14 and for the opportunity 
to review the testimony of Ms. Randy Engel and the miscel- 
laneous material that she delivered to the Subcommittee on 
Human Resources on May 10, 1973. 


In response to the alleged violations of Section 1008 of the 
Family Planning Services and Population Research Act of 1970 
(P.L. 91-572), I wish to state that DHEW has consistently 
adhered to Section 1008, namely "that none of the funds appro- 
priated under this title shall be used in programs where 
abortion is a method of family planning." 


Further DHEW has adhered to the intent of Congress expressed 
in the Conference Report accompanying the FY 1972 HEW  Appro- 
priations Act (P.L. 92-80, 92nd Cong., lst Sess. (1971)) as 
follows: 


The Committee of Conference is agreed that in 
the population research, the prohibition in 
Title X of abortion as a method of family 
planning should not be construed so as to 
prevent scientific research into the causes 
of abortion and its effects (H.R. Rep. No. 
92-461, 92d Cong., lst Sess. 8 (1971)). 
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Page 2 - Honorable Alan Cranston 


As Deputy Assistant Secretary for Population Affairs I have 
investigated all complaints referable to Section 1008 of the 
Family Planning Services and Population Research Act and 
will continue to do so. 


I would be happy to furnish any additional material you 
desire. 


Sincerely yours, 
. 
Louis M. Hellman, M.D. 


Deputy Assistant Secretary 
for Population Affairs 


HARRISON A. WILLIAMS, JAR., N.J., CHAIRMAN 
— 
JENNINGS RANDOLPH, W. VA. coe K. JAVITS, N.Y. 
CLAIBORNE PELL, R.I. PETER V. DOMINICK, COLO. 
EDWARO M. KENNEDY, MASS. MCHARO $. SCHWEIKER, PA. 
GAYLORD NELSON, wis. ROBERT TAFT, JA., CHIDO 


WALTER F. MONDALE, MINN. 3. GLENN BEALL, JR., MO. e 
TMOMAS F. EAGLETON, MO. ROBERT T. STAFFORD, VT. ^dMCniteo States Senale 
HAROLD E. HUGHES. IOWA 
WILLIAM D. HATHAWAY, MAINE COMMITTEE ON 
LABOR AND PUBLIC WELFARE 
STEWART E. MCCLURE, STAFF DIRECTOR 


ROBERT EK. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 


30 
ab. 1973 


documentation and advise the Subccamittese of your find- 
ings and any action that is taken es a result 


M 


interes 
to a speeifie statement made in her testimony regarding 
HEN ruling on the rights of physicians to abort women = 
nee er CORRA nee ere ero f 
I would appreciate your response by June Jta. 


Y». — for your ecoperetion with the Subeommittos.. 
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DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 


OFFICE OF THE SECRETARY 
WASHINGTON, D.C. 3080! 


June 12, 1973 


Honorable Alan Cranston 

Chairman 

Special Subcommittee on Human Resources 
Committee on Labor and Public Welfare 
United States Senate 

Washington, D.C. 20510 


Dear Senator Cranstons 


Thank you for your letter of May 3l concerning Ms. Randy 
Engel's questions with enclosure of her "fourth volume of 
documentation." 

Ms. Engel's documentation consists of a mixture of newspaper 
reports, letters (some of which are from my office), and a 
few scientific papers. This material does not contain spe- 
cific charges that HEW has violated Section 1008 of P.L. 
91-572. There are several items referring to HEW that de- 
serve comment, however. 


Djerassi, C., Bull. Atom. Sci. 9:9, 1972, says "... the 
Center for Population Research of the National Institutes 
of Health seems to have found ways of circumventing Section 
1008 of the 1970 Family Planning Act." This statement is 
untrue. All abortion research by the Center for Population 
Research deals with causes and consequences of abortion in 
accord with the intent of Congress. 


Conference Report accompanying the FY 1972 
HEW Appropriations Act (P.L. 92-80, 92nd 
Cong., lst Sess. (1971)) states: "The Com- 
mittee of Conference is agreed that in the 
population research, the prohibition in 
Title X of abortion as a method of family 
planning should not be construed so as to 
prevent scientific research into the causes 
of abortion and its effects (H.R. Rep. No. 


92-461, 92d Cong., lst Sess. 8 (1971))." 
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Page 2 - Honorable Alan Cranston 


Oettinger, K.B., Pregnancy Detection: A Critical Service 
Link, Family Planning Perspectives, 3:15, 1971, states: 

Dr. Daily emphasized that their job was "to expedite and 
assure abortion service for these patients within the limit 
of their ability." This "out of context" quotation is mis- 
leading. Dr. Daily's complete memorandum of June 2, 1970 
is attached. In brief, the memorandum reviews the proce- 
dures to be followed by Maternity and Infant Care-Family 
Planning employees in view of the New York State Law on 
Abortion. I believe the following statements are germaine. 


1. The right of medical referral to a legally 
constituted medical entity is recognized in the Code of 
Ethics of the American Medical Association. (Section 8 
of the American Medical Association Principles of Medical 
Ethics; section 8 of the Opinions and Reports of the 
Judicial Council of the American Medical Association.) 


2. Pregnancy testing is a recognized service of 
our family planning clinics. 


3. The training of family planning counsellors 
for municipal abortion clinics had my approval as the only 
deterrent for recidivism. 


In regard to Ms. Engel's inquiry in her letter to you of 
May 14 concerning an HEW ruling on the rights of physicians 
to abort women without their full consent or knowledge, I 
assure you there is no such ruling nor has one ever been 
considered. 


Please be assured of our wish to be of assistance whenever 
possible. 


Sincerely yours, 


Pt belle nn 


Louis M. Hellman, M.D. 
Deputy Assistant Secretary 
for Population Affairs 


Enclosure 


ete ^ Matemity, Infant Care-Family Planning Projects 
377 Broadway 


New York City, New York 10013 
Telephone: 966-3528 


KR l Office of the Director 


June 2, 1970 e 


American Red Cross Auditorium 
Meeting 
All MIC-FP Employees 


On July 1, 1970 the New York State Abortion Law becomes effective. Medical 
terminations of pregnancy (abortions) will then become a macer of decision solely 
between a patient and a physician, RS ` 


Long before the legislation was enacted, the Headquarters MIC staff had spent many 
hours in group sessions trylag to decide on how the legislation could affect our ser- 
vices ard what were the logical steps we should take to heip implement he law. 

(The wild rumors arising from these free-wheeling exploratory sessions caused serious 
concern to a few of you who heard them), Current estimates are that there will be 

over 60, O00 medical abortions performed per year in New York City hospitals with 
over 30, 000 of these in municipal hospitals, 


Tbere are 3 MIC-FP activities which we will carry out to help implement the new 
law, First, all MIC-FP centers will make available pregnancy testing for patients 
who are uncertain whether or not they are pregnant. (We will not proniote increased 
pregnancy testing, but nevertheless may be swamped by it and may have to desigrate 
certain centers in each borough for this service). Some of tnese patients with positive 
tests will wish prenatal care and will be registered for that service; others will say 
they wish an abortion. You are in no way. by word, expression or action, to irdicate 
any medical or moral judgement for or against aborüon. Ycur function is to make an 
appointment for the patient to be seen by an M.D. iu the back-up hospital, or, if 

you know the back-up hospital cannot make an appointment fcz a prospective abortion 
patient's examination within two weeks (or earlier in an emergency, for a pregnancy 
between the 12th and 20th week) call the Clearing House, which I will describe later, 
and have the Clearing House staff make an appointment with another hospital - before 
the patient leaves your health center. Your job is to expedito and assure abortion 


ry of New York Deporiment of Health 
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service for these patients within the limit of your ability. We believe the chief 
clerk in each ceater is the most logical person to handle appoantments with the 
back-up hospital or through the Clearing House. 


We consider making hospital appointments for prospective abc rtion patients in the 
same category as making appointments for deliveries or for d:agnostic tests (as we do 
at present for prenatal and family planning patients). 


The performance of abortions is not a part of our maternity program - it is a function. 
of M. D. s and their staff in the hospitals of New York City. T-erefore, MID will not 
become involved in social or health counseling of these patienzs, as that should be 


done by hospital staff. 


We will have literature discouraging patients from seeking abortions, as many do now, 
from non-hospital connected sources. We hope the ladies down the street" who - 
currently perform thousands of abortions each year under ver- unsafe conditions will 


become a thing of the past. 


If any of you have any hesitancy in dealing with prospective ak »rtion patients, under 
the policy of patient referral I have outlined, I request that yo: promptly discuss with 
your supervisor the pros and cons of continuing employment i= MIC-FP. This is the 
same feeling I have expressed about employees who wish to p= 5s moral judgement ard 
look down their noses at teenage unmarried girls seeking prer:atal or family planning 


services. 


The second activity we will carry out is the selection, training and assignment of addit- 
ional peer level family planning counselors for 15 munictpal h.:spitals who have stated 
they will have an abortion service. These new counselors eil join with the counselors 
already on duty in municipal hospitals to extend pre-operative family planning service 
in the O. P. D.s for all prospective abortion patients - as they zre now doing for post- 
partum and post-abortal and other in-patients. Since most abortion patients will not 
be admitted to the hospitals but will have their operations pez: ^zmed in a 3-5 hour 
stay, for operation ard convalescence - it is urgent that famil planning counseling be 
done prior to the operation. Many of them may wisn an IUD o- a tubal ligadcn at 

time of surgery. The counselors will give return appointmenz.; for family planning, 
either in the hospital or in health department clinics as they dc: now for in-patients. 


You may have read that the Department of Hospitals has alrea-- allocated S, 500, 000 
to the municipal hospitals in amounts related to the volume of ervice each expects to 
provide in the next 12 months. These funds will pay for the p^ siclans, nurses and 
other personnel needed and for equipment, 


The Department of Hospitals and more recently, the Voluntary Hospital Assn. of 
Greater New York has requested our program to establish and maintain a Clearing House 
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for prospective abortion patients. It is anticipated that some hospitals will have 

more applica s or referrals than they can promptly take care of. The Clearing House 
staff, at 30 Worth Street, will determine each morning the availability of appointments 
for patients ia each hospital and will receive calls from hospitals which cannot handle 
the caseload. The Clearing House staff will promptly make appointments in a hospital 
that is not overloaded and so advise the patient through the bospital (or Health Depart- 
ment clinic) where she sought service. The entire purpose of the Clearing House is 

to expedite care for prospective patients and avoid the discouraging procedure of ST 


'to shop arouad from hospital to hospital. 


The Clearing House will have its own private telephone lines and will not be using our 
switchboard. No calls will be taken from any patient - only from designated hospital 
staff and from staff in MIC-FP centers. The Director of the Clearing House has been 
apocinted and staff are being recruited to handle the telephoce lines and to make the 
hospital appointments for patients, The difficulties of guess- estimating the demands 
on such a center are many - we may easily underestimate or overestimate, Funding 
for the first year of the Clearing House was, fortunarely, obtained from a Foundation 
concerned with the successful implementation of the new Law: ard most concerned that 
low-income women,. historically denied abortions by New York City hospitals, would 
now have access to this service. 


`~ 


In closing. may 1 say that I, and many others in the United States, consider the abortion 


problem the combined result of the failure to reach all women in the U.S, with accurate 


information about family planning; the failure to provide family planning services to 
all women of childbearing age in the U.S. who desire such service; the failure, as 
yet, to perfect methods of family planning which are safer acd more acceptable to 
women needing such service. If we ever overcome these three omissions, there will 


be little or no need for abortion services, 
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Senator CRANsTON. The newspapers on Monday carried stories re- 
garding DHEW proposals for national health insurance. Could you 
describe the current status of these proposals. 

Dr. Stumons. We, as you know, Mr. Chairman, are currently spend- 
ing a great deal of time developing the rational health insurance pro- 
posal. We are not ready to comment publicly on specific parts of it. We 
do intend that family planning will be addressed by that proposal in 
a sufficient manner. 

Senator CRANsTON. On Monday proposed regulations were pub- 
lished in the Federal Register governing the implementation of a new 
funding policy for health services delivery projects supported with 
funds &dministered by the Health Services and Mental Health Ad- 
ministration. 

Among the specific programs mentioned as being affected by these 
regulations was family planning, section 1001 of the Public Health 
Service Act. 

The regulations require that an approvable application must describe 
how the applicant intends to transfer “constructively within a specific 
time period to other funding sources and eventually to become self- 
sustaining.” 

How do you intend to specify this time period in the case of family 
planning project grants? 

Dr. Simons. I do not have a specific answer for you for that, Mr. 
Chairman. I would be glad totry to provide it. 

Senator Cranston. How do you see these regulations affecting or- 
ganized family planning programs currently receiving grant support 
under title X ? 

Dr. Stumons. That again I would have to provide, Mr. Chairman. 

[The information subsequently supplied follows:] 


PROPOSED REGULATIONS ON HEALTH SERVICES FUNDING 


On June 27, 1973, Secretary Weinberger stated before the Senate Subcommittee 
on Health, Committee on Labor and Public Welfare, that the proposed regulations 
would be modified in order to take comments received into consideration. 

Senator Cranston. What would be the effect ? 

Dr. Stumons. There are two different things I believe you are ad- 
dressing. The newspaper article you are referring to referred to re- 
search funds. The grant problem vou are talking about is service fund. 
I am not quite clear what the question is. 

Senator Cranston. I am referring to the proposed regulations that 
appeared in the Federal Register on the implementation of new fund- 
ing policy. I will submit the question for the record if it is not clear 
to you. 

Dr. Stumons. We will be glad to provide that for the record, too, 
Mr. Chairman. 

[The information subsequently supplied follows:] 


347 


Additional Questions on Proposed 
Requlations on Health Services Funding 


l. These regulations also state that, in addition to other 
requirements and conditions imposed by law, an approvable 
project must provide: 


"Except in cases of persons unable to pay therefore, 
that charges shall be made for all or certain listed 
services rendered, such services to be in accordance 
with lists approved by the Secretary, and such charges 
to be in accordance with schedules approved by the 
Secretary which schedules may be based on the provi- 
sion of services on a prepaid capitation basis; 
provided, however, that to the extent that payments 
will be made by third party (including a Government 
agency) which is authorized or under a legal obliga- 
tion to pay all or a portion of such charges, effort 
must be made to obtain such third party payment." 


I would assume that under your proposal to fund family 
planning projects under Section 314(e) these regulations 
would apply. 


2. Again, we would face the questions we discussed last 
year of how one determines who will be charged for services 
and if a means test will be applied. 


What are your expectations in this regard? 
On June 27, 1973, Secretary Weinberger stated before the 
Senate Subcommittee on Health, Committee on Labor and Public 


Welfare, that the proposed regulations would be modified in 
order to take comments received into consideration. 


98-030 O - 73 - 23 
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Senator CRANsTON. Dr. Hellman, the second updated progr report 
estimates that about 4,000 additional physicians will be needed in 
nonmetropolitan areas by fiscal year 1975, and suggests an alternative 
approach may be to utilize specially training nurse practitioners or 
other poa equivalents under medical supervision to provide 
medical services in uncomplicated cases. 

Can you tell me what programs are supported now to train needed 
staff members? 

Dr. HELLMAN. Yes. I cannot tell you them all, and I can submit 
them for the record. 

Senator Cranston. Would you indicate under what authorities you 
plan to train these individuals in the future with the projected phase- 
out of the Nurse Training Act and other health training authorities! 

Finally, how many programs do you plan to support under various 
authorities. 

We will submit those questions to you, and some further questions 
on these points. 

[The information subsequently supplied follows :] 


l. 


2. 


a. 


b. 
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Questions Regarding Training Submitted by the Committee 


How many programs do you plan to support to meet your own projected 
needs for trained personnel by 1975? 


Please specify which authorities will be used to provide this sup- 
port and to what extent each will be used. 


The family planning training strategy is to encourage the maximum 
effective utilization of all categories of personnel through in- 
tensive short-term training designed to update existing skills, to 
introduce new ones, and to develop new job categories. The cost 
of providing comprehensive training to all family planning clinic 
staff, whether full or part-time, would be prohibitive and the $3 
million available under Title X for training grants and contracts 
is being utilized to meet training needs by concentrating on a net- 
work of training facilities across the country with a mix of 
training approaches and methodologies. These training activities 
were initiated two years ago in 1971 with $1 million in training 
contracts. In FY 72 the same level for contracts was continued 
with an additional $2 million available for training grants. The 
training objectives are presently being implemented through FY 72 
funding to 23 grantees/contractors on a national level with three 
primary focuses: 


To provide direct training through regional traíning centers 
or state and/or local training sites; 


To provide specialized training to update the roles of occu- 
pational specialties in family planning such as physicians and 
nurse-clinicians and to develop such new categories as family 
planning specialists; 


To provide a training capacity in those areas where a pro- 
fessional staff trainer is not available and to broaden the 
range of training by a train-the-trainer methodology. 


The second update report also describes the need for "clinic supervisors" 
a8 being about 1,000 clinic supervisors in metropolitan areas, and 1,875 

in non-metropolitan areas, with a least 400 full-time agency administrators 
needed. 


b. 


What authorities do you plan to utilize to provide training for these 
staff positions? 


How much funding do you estimete will be required by the federal govern- 
ment to support such training programs? 


4. 


5. 
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Title X authority, which has been extended through June 30, 1974, 
will be utilized for the training of a full range of staff per- 
sonnel of family planning clinics with priorities established to 
meet special job category needs on both a regional and local basis. 
With the $3 million requested by the Administration for FY 1974, 
the NCFPS training strategy can continue to stress the development 
and expansion of a mix of training approaches end at the same time 
give special attention to occupational categoríes in family planning 
services where there is a need for intensive short-term training. 


same update report also projects a need for 4,902 nurses. 


With the projected phase out of training for nurses, how do you 
see these needs being met by 1975? 
D 


As noted on page 4l of the second update report, the current 
supply of nurses appears to be adequate if currently inactive 
nurses are utilized in part-time positions. 


A projected need of some 13,000 outreach workers is reported as vell as 
almost 10,000 clerk aides. 


b. 


Under what authorities will federal support be provided for the 
training of these staff members? 


How much funding is allocated for this purpose for fiscal years 1974 
and 1975? 


Title X authority will be utilized. As noted on page 43 of the 
second update report, the estimates provided are based on very 
fragmentary information about current staffing patterns and can 
only be regarded as suggestive of the numbers and types of man- 
power needed. The estimate for outreach may not prove realistic, 
particularly because emphasis appears to be shifting away from 
recruitment in some programs. Some of the communication about 
contraception for which outreach workers are especially trained 
and qualified is also now publicized in the media. Within total 
funds available, priorities will be assigned to full-time workers 
in FY 1974 and 1975. 


Do you have plans to provide for continuing education programs for health 
personnel in the family planning field? 


NCFPS emphasizes short-term training programs and currently has no 
plans to finance continuing education programs. 
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Senator Cranston. I know you have been a leader, Dr. Hellman, in 


encouraging the use of the nurse-midwife in family planning pro- 

d you tell me if programs which utilize nurse-midwives 

ave been able to demonstrate an increased capacity to provide services 
due to the use of these specialized personnel 

Dr. HrILXAN. I think there is no question about this. I think that 
contrary to the opinion that existed a few years ago where organized 
obstetricians and gynecologists opposed these programs, the Ameri- 
can College of Obstetrics and Gynecology supports the nurse practi- 
tioner program and other such programs. 

We have had spectacular success ın Brooklyn, as you know, and in 
Mississippi in the delta area. 

Senator Cranston. Could you tell me what the costs on the average 
are of training nurse-midwives and the duration of the training? 

Dr. HLLNMAN. Basic training is 8 months for a nurse-midwife, 
and once a nurse-midwife in the United States is trained, the addi- 
tional training in family planning that she gets does not take more 
than a month at a maximum. Moet of the time about 3 weeks. 

er Mor Cranston. Could you briefly outline the duties of the nurse- 
mid wife 

Dr. HrLLMAN. Yes. The nurse-midwife works under the direction 
of & physician, most often an obstetrician or gynecologist, usually in & 
medical facility that is a hospital or an outpatient clinic or some sort of 
medical facility. 

She is able to supervise all the of both prenatal and post- 

rtum care and conducts labor and delivery. She is also able to work 
in the nursery and take care of newborn babies. She provides all 
aspects of family planning care, including patient counseling and 
education. 

Senator Cranston. How much Federal money is being spent on 
training for this promising type of health professional! 

e HrLLMAN. The last time I looked at it it was in excess of $1.5 
million. 

Senator Cranston. Is that enough ? ; 

11 HxLLMAN. It would depend on how well current funds are 
utilized. 

Senator Cranston. What is your estimate of what could be effec- 
tively allocated for this ap 0 L 

Dr. Hettman. Senator, I will try to submit this for the record. 

[The information subsequently supplied follows:] 
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Since this field is expanding, it is difficult to make precise estimates. This train- 
ing must be evaluated in relation to other training priorities. 

Senator Cranston. I understand Mr. Bogan of the Office of Edu- 
cation is present. Although I have been asking for about a year and 
a half for a list of all those environmental education p ms sup- 
ported by the Office of Education which include a population com- 
ponent, I have not yet received it. Senator Packwood, however, has 
provided me with a list he recently received from Dr. Ottina. 

This list shows that only 9 percent of your fiscal year 1972 proj- 
ects included any identifiable material on population. Why has the 
performance fallen so far short of the projections made by Commis- 
sioner Allen that most projects would include population components 
and the statement by Dr. Davies that population is an inescapable part 
of the environmental crisis ? 

Is there a list of projects that have identifiable population com- 
ponents? That is what I was speaking about. 

Mr. Bogan. I have three projects that I suggest to you. They are 
broken out in the report that you received. 

eral Cranston. Can you make that report avilable to the com- 
mittee 

Mr. Bogan. Yes, indeed. 

Senator Cranston. There are two lists. There is a synergy list which 
I think maybe you are talking about and a list of those with an en- 
vironmental impact. That is what I am talking about. 

Mr. Bocan. We are stil] not clear because there are obviously two 
pieces. Let me suggest here that in fisca] 1972 there were three projects 
that came in that synergy package that were specifically population 
education totalling $370,000. 

Senator Cranston. Do you have a list of environmental education 
programs showing that only 9 percent of your projects included any 
identifiable material on population ? 

Mr. Bogan. Yes. I think the point that needs to be appreciated is 
that 9 percent appears to be a small number only if you look at the 
total number of proposals received instead of the number that sought 
to address population. 

Senator Cranston. Would you submit that list? 

Mr. Bocan. Yes, we will. 

[The information subsequently supplied follows: 
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Fiscal year 1972 Proposals Described by Reviewers as Using 
Population as a major focal point of study (Environmental Education 
Act) 


l. Baltimore City Public Schools * $11,395 
Baltimore, Maryland 21218 
(Mr. Forest L. Lawton) 


2. State Univ. College at Buffato* 12,300 
Buffalo, New York 14222 
(Dr. John B. Morganit) 


3. Ohio Environmental Council 9,955 
Cincinnati, Ohio 45236 
(Judith M. Schultz) ^ 
4. Planned Parenthood 36, 720 


Burlington, Vermont 05401 
(David Wagner) 


5. Norfolk Cty TB&RD Ass'n 1,945 
Westwood, Massachusetts 02090 
(Frances H. Pitts) 


6. ZPG Fund 9,550 
San Francisco, California 94111 
(Mark Horlings) 


7. Indiana University * 35,000 
Bloomington, Indiana 47401 
(Jerry L. Brown) 


8. Children's Museum Hfd. 64,382 
West Hartford, Connecticut 06119 
(Harry H. Ryder) 


9. Charlotte Nature Museum 68,234 
Charlotte, North Carolina 28209 
(Russel I Peithman) 


10. Liberty School, Bd of Educ. 35,175 
Englewood, New Jersey 07631 
(Michael A. McGlue) 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


22. 


(Zolmon Benir) e 
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Pop Ed Proposals Received — Page 2 


Raymond Walters College (U of Cinn)* 


Cincinnati, Ohio 45236 
(Judity Schultz) 


Genesee Valley Environmental Assoc. 
Geneseo, New York 14454 e 


/ 


Population Institute 
Washington, D.C. 20002 
(Rodney Shaw) 


Fargo, North Dakota 58102 
(David E. Walsh) 


Planned Parenthood 
New Haven, Connecticut 06511 
(Jack H. Smith) 


Planned Parenthood 
New Haven, Connecticut 06511 
(Jack H. Smith) 


Delaware Dept of Public Instruction 
Dover, Delaware 
(Dr. Randall L. Broyles) 


Emory University 
Atlanta, Georgia 30322 
(Dr. Charles T. Lester) 


Norfolk Cty TB&RD Ass'n 
Westwood, Massachusetts 02090 
(Frances H. Pitts) 


AAUW- Salisbury Branch 
Salisbury, North Carolina 
(Edith Alcorn) 


$ 5,000 


7,634 


19,250 
16,925 
36,000 
151,835 


11,320 


4,670 
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Fx 72 Pop Ed Proposals -- Page 3 


D v 


23. 


24. 


25. 


26. 


27. 


2B. 


29. 


30. 


31. 


32. 


Univ of North Carolina (Education) * 
Chapel Hill, North Carolina 27514 
(Art Hurow) 


Pacific NW Environmental Educ Institute 
Seattle, Washington 98103 
(Roger Hagan) Vi 


The City College 
New York, New York 10031 
(Harold J. McKenna) 


College of Arts and Science 
Geneseo, New York 14454 
(Dr. Phyllis T. Thompson) 


ZPG Fund 
San Francisco, California 94111 
(Mark Horlings) 


Fort Worth Ind. School District 
Fort Worth, Texas 76107 
(Theodore C. Hofsiss) 


Multnomah Cty Inter Educ District 
Portland, Oregon 97216 
(Richard E. McQueen) 


Florida Tech University 
Orlando, Florida 32816 
(Phillip K. Taylor) 


ZPG Fund 
San Francisco, California 94111 
(Mark Horlings) 


L.A. Community Schools 
Los Angeles, California 90051 
(Martha Lightner) 


* Funded 


20,000 


18,270 


10,000 


9,527 


16,850 


130,932 


18,103 


15,802 


170,710 


9, 900 
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Senator CRANsTON. I know there has been some confusion about the 
fiscal 1973 appropriation for environmental education because of tech- 
nical problems with the processing of OE grants and contracts last 
summer. Can you tell us how much money will be available for grants 
under your office this year? 

Mr. Bocan. $1.1 million, which has been obligated. We will be able 
to submit a list of those for the record, and we have broken out those 
that address population specifically and those that have population 
education components. 

Senator Cranston. What proportion of the available funds will 
be for population-related projects? 

Mr. Bocan. I think the answer to this question will shed some light 
on the previous one. In this current grant competition we have re- 
ceived population education proposals. Of 28 received, 12 projects spe- 
cifically addressing population education were funded, eight of which 
have a substantial population education component. 

Senator CRANsTON. What proportion of projects will contain popu- 
lation components ? 

Mr. Bogan. Of the 49 funded, 12 of them have an identifiable 
population component, or roughly a quarter. 

Senator Cranston. That will be described in that list, I presume. 

Mr. Bogan. Yes. 

[The information subsequently supplied follows:] 
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- FY 1973 Environmental Education Act Projects 
, which Include Population Education , 
e 

Project Description . Amount 
CONNECTICUT 7 

Lawrence M. Shaeffer Los Environment-Population Educ- 

E-P Education Services, Inc^ Services, Inc., will design 

625 Orange St. #38 an environmental problems 

New Haven, Ct 06511 course for high school $6,110 

Tel: 203-787-1851 * 
DELAWARE 


Arnold L. Lippert 
University of Delaware 
College of Education' 
Hall Building 

Newark, De 19711 


Tel: 302-738-2147 


FLORIDA 


Robert M. Johnson 
Social Studies Education 
Florida State University 
Tallahassee, FL 32301 


Tels: 904-599-3860 


Current population-environ- 
ment studies will be integrated 
into existing school programs. 
The project will be carried out 
with the support of the Univ. of 
Belaware, Delaware State College, 
the Department of Public Instruc- 
tion, the Department of Natural 
Resources, and the Delaware 
Conservation Association, as well 
as local business, industry, and 
various service organizations. 
$38,914 


The project will produce episodic 
materials for use in teaching 
American history to eighth graders. 
Eight different periods of American 
history will be discussed, and the 
changes in the North American 
environment during these periods 
will be stressed, with special 
emphasis on population factors 
$21,535 
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Page 2 
WASHINGTON 
e 
Mike Ruby ` The Seattle Chapter of Zero 
Zero Population Growth- Population Growth will hold 
Seattle Chapter a series of workshops on 
4426 Burke Avenue N. population growth and its re- 
Seattle, Washington 98103 : latiónship to the environment 
l , and environmental problems 
Tel: 206-583-2070 $ 7,515 
Projects with Population Education Components 
ARKANSAS 
A.W. Ford The Arkansas State Dept. of 
Arkansas Department of Education will take the best 
Education environmental education/studies 
Instruction Division materials developed for the , 
Arch Ford Building junior and senior high schools 
Capitol Mall and will modify these for use in 
Little Rock, Ark 72201 Arkansas. The project will be 
carried out by means of a series 
Tel: 501 371-2061 of workshops and by providing 
technical assistance to parti- 
cipating schools. Population 
education materials developed 
in FY 72 will be modified and 
disseminated. $38,317 
CALIFORNIA 
Max K. Linn The John Muir Institute will 
John Muir Institute for develop, test, and evaluate self- 
Environmental Studies instructional environmental educ- 
2118 C Vine Street ation materials for urban junior 
Berkeley, CA 94709 and senior high school students. 
The materials will foster the 
Tel: 415 956-4940 acquisition of problem-solving 


skills and ecological-environ- 
mental concepts. Population 
studies will be included in the 
materials. $25,000 


359 
Page 3 


DISTRICT OF COLUMBIA 


The Comservation Foundation with 
the assistance of the Ohio State 
Unjversity School of Natural 


Arthur A. Davis 
The Conservation Foundation 
1717 Massachusetts Ave, NW 


Washington, D.C. 20036 


Tel: 202 265-8882 


INDIANA 


John W. Ryan 

Indiana University Fdn 
School of Public and 
Environmental Affairs 
P.O. Box F 

Bloomington, Ind. 47401 


Tel: 812 337-7237 


MICHIGAN 


John D. Yolton 
International Union 
United Automobile, Aero- 


Space, and Agri-Implement 


Workers of America - UAW 


Bepartment of Conservation 


and Resource Development 
8000 E. Jefferson 
Detroit, Mich. 48214 


Tel: 313 926-5271 


Resources wll develop five case 
studies, each in a different 

format on major local environ- 
mental issues which are also of 
national concern for use in 
secondary schools' environmental 
studies. Population impact 

will also be considered in devel- 
oping these case studies. $35,000 


The School of Public andEnvironmental 
Affairs of Indiana University will 
research, develop, edit, and publish 
a collection of case studies on 
environmental issues for use at 
the junior and senior high school 
level. Population issues will 
figure in the case studies. 

$40,000 


The United Auto Workers will introduce 
an environmental education training 
course for its local leadership and 
their families. The course will be 
based on existing materials, and will 
focus on community environmental 
problems. Population impacts on 
urban areas will be considered. 
$24,771 
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Ua 


MISSOURI 


Penelope H. Royse 
Committee for Environmental 
Information 

438 North Skinker Boulevard 
St. Louis, Missouri 63130 


Tel: 314-863-6560 


FLORIDA 


R.F. Mines : 

National Association 

for Environmental Education 
P.O. Box 1295 

5940 S.W. 73 Street 


South Miami, Florida 33143 


Tel: 305-274-1581 


OHIO 


Joseph H. Chadbourne, Jr. 
Institute for Environmental 
Education 

8911 Euclid Avenue 
Cleveland, Ohio 44106 


Tel: 216-231-5010 X $7 


The Committee for Environmental Information 
will produce, test, and evaluate curriculum 
units on environmental problems for 
use in local high schools. The units will 
De bas ed on material appearing in Environ- 
ment Magazine. Population issues are dis- 
cussed in this series. 

$22,500 


The National Association for Environmental 
Education, with the assistance of the nation's 
leading elementary-level environmental educa- 
tionteachers and curriculum specialists, will 
develop a model curriculum in environmental 
studies in modular form for grades four 
through eight. A modular unit on population 
Studies will be developed. 

$28,200 


4 


The Institute for Environmental Education 

will facilitate the expansion of the Cuyahoga 

Watershed Project into Cuyahoga Heritage | 

by expanding’ the project locally and dis- 

seminating the model nationally through 

other watershed and heritage groups. A cur- 

riculum activities guide to population and 

environmental studies will be developed. 
$64,000 
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Senator Cranston. I have some further questions that I will sub- 
mit for the record since we are running out of time. 

Back to you, Dr. Hellman, what has your office been doing to 
encourage population components in the projects supported by the 
Office of Environmental Education? What authority do you have? 

Dr. HrLLMAN. The authority I have derives from the original 
Family Planning Services and Population Research Act that 
specifies that we make available family planning and population 
information and that we oversee the ather activities for which the 
Secretary is responsible related to population and family planning. 
We have worked closely with the Office of Education on several 
projects, the most noteworthy of which was the filmed report of the 
Commission on Population Growth and the American Future. 

Senator Cranston. I am talking about your specific activities re 
the Office of Environmental Education. 

Di. HELLAMHAN. I would say that this was our major activity for 
last year, Senator. 

Senator Cranston. One final question. I would like to return to 
your role in stimulating population education activity within the 
department. À year and a half ago you told us you had no population 
education staff and you hoped to get somebody. Since that time have 
you been able to add anyone to your staff f 

Dr. HELLMAN. I have. Ms. Galaid is on my staff fulltime. 

Senator Cranston. If you would submit biographical data on her, 
I would appreciate it. 

Dr. HELLMAN. See item ITI A4 on page 367. 

Senator Cranston. I also have some questions on social science 
research which I will submit for the record. 

That concludes the questions that will be verbal. I thank you very 
much for your presence and your efforts to respond. 

I thank the others present for their interest. 

I want to say that we have been informed that a group of doctors 
and nurses based in New York wish to submit a statement for the 
record. We will be delighted to place this statement in the record. 

These hearings are now adjourned, and the hearing record will 
close on June 4. 

Thank you all very much. We stand adjourned. 

[ Thereupon, at 12:30 p.m. the hearings were adjourned.]. 

[The following information was subsequently supplied for the 
record :] 
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Additional Questions Requested by the Committee 


I. Population Research 


A. 


In your prepared testimony, on page 16, you state that "population 
research activities will be continued under Title III of the 
Public Health Service Act." Is this Section 304 which authorizes 
research and demonstrations in health services? If so, what 
authority are you proposing to use for the basic and applied re- 
search in human reproduction and contraceptive development? 


Population research activities will be continued under Section 
301 of the PHS Act which authorizes the conduct and support of 
research, investigations, experiments, demonstrations, and 
studies. 


Would you outline for us a general strategy for the conduct of 
population sciences research...That is, what would be the program 
elements of a strong population sciences research program in order 
to accomplish advances in this field? 


The program elements of a strong population sciences research pro- 
gram are outlined in the population research section of the second 
progress report. 


The Administration has been opposed to separate authorities for 
research, except that recently it strongly supported separate 
authorities for the National Cancer Institute and for the National 
Heart and Lung Institute. In all other cases, it has stated that 
NIH's general authority would be sufficient. Would you please tell 
us your objections to a separate authority for population sciences 
research? 


The Administration believes that it is in the best interest of both 
the Congress and the Administration to consolidate legislative 
authorities whenever this can be done without adversely affecting 
operations. 


What would be some of the advantages of a separate authority for 
this research? Wouldn't give the program more visibility and ac- 
countability and be able to attract high calibre researchers into 
the field? 


The Administration believes that any advantages of separate author- 
ities for each category of research are outweighed by unnecessary 
proliferation of such categorical authorities. 
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II. Social Science Research 


A. Dr. Simmons, in your testimony you indicate that "we are also concerned 
that removing research on biomedical and behavioral aspects of popu- 
lation from the National Institute of Health would be detrimental..." 
because "our experience in biomedical research has shown that there are 
numerous interconnections among subfields..." Could you explain how the 
loss of interconnections with biomedical subfields would be detrimental 
to the behavioral research program of The Center for Population Research? 


Biomedical and behavioral population research have perhaps their most 
important connections and interrelationships in the areas of fertility 
and family planning. 


In performing research on fertility, major problems arise in attempting 

to discover the determinants of fertility. Generally speaking, both 
theory and findings concerning these determinants point to multiple 
antecedents including biological, medical, health, social, psychological, 
economic, educational, political, cultural, and other factors. The 
relative contribution of the various factors and the manner of interaction 
among them constitutes a very important area of research in which the 
interrelationships of the biomedical and behavioral factors have received 
relatively little study. Such studies should increase basic understanding 
of the determinants of fertility which would have scientific significance 
and also assist in the development of family planning programs and popu- 
lation policies. 


Biomedical and behavioral research are interrelated to a great extent in 

the study of fertility regulating methods, including contraceptive techniques, 
abortion, and sterilization. Biomedical research is basic to the develop- 
ment of many fertility regulation methods, such as pills, IUD's, injections, 
and sterilization. However, the choice, use-effectiveness, acceptability, 
effects, and continued use of these methods involves biomedical, social, 
psychological, economic, cultural and other factors. Therefore, an approach 
involving biomedical and behavioral research is necessary to understanding 
and furthering the development, utilization and effectiveness of fertility 
regulating methods. It should be emphasized that these methods are basic 

to family planning programs. Likewise, the family planning programs themselves 
need to be developed and evaluated by biomedical and behavioral specialists. 


Another area of population research in which biomedical and behavioral in- 
vestigations interrelate is the interaction of endocrinological and be- 
havioral factors in sexual behavior. Since the nature and amount of sexual 
behavior is related to fertility, this is important to the population field. 
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Dr. Hellman, on the Secretary's Advisory Council on Population Research 
there are a number of distinguished researchers in population dynamics. 
Have they expressed this opinion to you or made any recommendations on 
how research in population dynamics could best be administered? 


The Secretary's Advisory Council has not made any specific 
recommendations on how research in population dynamics could 
best be administered. 


Dr. Simmons, in previous appearances and budget justifications H.E.W. has 
taken the position that a more rapid increase in population research, in 
particular the social science program, was not possible in the absence of 
a greater capacity by the field to absorb more money. A statement sub- 
mitted to the Committee by Dr. John Kantnor indicates that while the 

total number of social science projects approved by N.I.C.H.D. increased 
by 32X, the number of projects funded decreased by 12%. In light of this, 
is it still the Department's position that ít is spending all the money 

in the social science field which that field can absorb? 


Sufficient resources are currently available to fund all promising 
social science projects. 


Dr. Hellman, how many projects is The Center for Population Research 
funding which are directly aimed at discovering the causes and implications 
of the recent declines in fertility? 


l. U. S. Bureau of the Census (reimbursable agreement), "Relationship 
between age at marriage, birth intervals and total fertility," 
$140,000 (FY 1971); $165,000 (FY 1972). 


This project has enabled the Census Bureau to add certain questions 
to the Current Population Surveys of June, 1971, 1972 and 1973. 

The information obtained from these questions will make it possible 
to estimate the extent to which the recent decline in fertility is 
due to the delay of births that will occur eventually and the extent 
to which it is due to a decline in completed fertility by the end 
of the childbearing period of life. 


2. Princeton University, "National Fertility Survey, 1970" $222,000 
(FY 1970), $519,000 (FY 1971), $391,000 (FY 1972). 


This study is providing information on changes in the number of 
children desired, changes in the methods of fertility control, and 
the effects of these changes on fertility. A major finding of the 


study is that unwanted pregnancies declined by 36 percent during 
the 1960's. 
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3. Center for Family Planning Program Development, "Development of 
methodology for evaluating the demographic impact of organized 
family planning programs in the United States," $112,000 (FY 1973). 


The major purpose of this project is to estimate the impact of 
subsidized family planning services on fertility in the late 1960s. 


In FY 1974, the Center plans to request proposals that will help to 
identify more clearly the factors responsible for the rise and decline 
in fertility during the period 1940-1970. 


In addition, the Center supports a number of other studies which will 
help to clarify the causes of the recent decline in fertility. Many of 
these studies deal with the changing roles of American women, including 
their increased participation in the labor force and their efforts to 
improve their occupational status. 


The Center also supports several studies on the effects of childbearing 
patterns which will be helpful in evaluating the impact of the current 
decline in fertility on the American family. In addition, the Center 
has requested and is currently reviewing proposals for projects dealing 
with the economic and environmental consequences of various rates of 
Population growth in the United States. 


Dr. Hellman, the Center recently issued a request for proposals to ex- 
plore the consequences of population growth for our society, and in- 
dicated that it hoped to fund "two or three" such proposals next year. 
Do you think this represents an adequate federal effort to understand 
changes in our fertility patterns that might mean projections may be 
off as much as 252? 


The two or three studies on "Economic and Environmental Consequences of 
Population Growth" which the Center expects to fund do not represent an 
adequate federal effort to understand all the implications of varying 
rates of population growth in the United States. 


However, the Center's anticipation of only two or three studies was based 
on its assessment of the readiness among competent researchers to under- 
take studies of the scope outlined in the RFP. The issues relating to 
the environmental and economic consequences of population growth are com- 
plex, and exploring the interrelationships among them is exceedingly 
challenging. Work in this area requires expertise in several disciplines. 
On the basis of its awareness of the "state of the art", the CPR Staff 
felt it would be fortunate to receive two or three scientifically sound 
studies in response to the RFP. 


Of the proposals received, the scientific review panels found four acceptable, 
deferred action on one pending receipt of additional information, and 
recommended that three be revised and resubmitted. If the four acceptable pro- 
posals are approved, CPR has the $700,000 required to fund them. 


Study of the consequences of population growth 1s part of CPR's ongoing 
research program, and additional research in this area will be solicited. 
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III. Population Education 
A. General HEW Support 


l. What are the major activities of your office in the population 
education area? i 
The Office of Population Affairs promotes support and under- 
standing of population education and information among HEW 
and Federal agency information staffs, media representatives, 
civic, educational, and social and religious groups. The Office 
coordinates population education efforts within the Department. 
The Office also coordinates population education program 
policies with program officers of HEW to insure consistency. 


2. <A year and a half ago you told us that you were chairing an 
Ad Hoc Committee on Population Education in HEW. What were 
the conclusions of that committee? Were they adopted as 
official HEW policy? 


The following recommendations of the Ad Hoc Coordinating Com- 
mittee on Population Education were approved by HEW Secretary 
Elliot Richardson on January 16, 1972, and subsequently adopted 
as official HEW policy: 


a. That the Secretary, on the appropriate occasion, communi- 
cate departmental support for population education. 


b. That the Secretary designate the Office of Population 
Affairs as the lead agency for population education within 
the Department (recognizing that the Commissioner of Edu- 
cation has already designated the Office of Environmental 
Education as the lead agency for population education 
within the Office of Education). 


C. That there be established within the Office of Population 
Affairs a unit for population education to encourage and 
coordinate the development of an adequate population edu- 
cation effort by the Department. The unit would also pro- 
vide liaison with other Federal agencies and with appro- 
priate private groups and organizations. 


3. What positive steps have you taken to encourage the introduction 
of population education activity into other departmental programs, 
as I understand the Ad Hoc Committee recommended that you do? 


The Office of Population Affairs meets regularly with the informa- 
tion, education,and research staffs of the Office of Environmental 
Education, Office of Education; the National Center for Family 
Planning Services, Health Services and Mental Health Administration; 
and the Center for Population Research, National Institutes of 
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Health in a continuing effort to establish plans, objectives 
and programs in the area of population education. 


4. Have there been any new organizational arrangements ín your office 
or elsewhere made to strengthen the coordination of these pro- 
grams, pursuant to the report of this Ad Hoc Committee? 


The Office of Population Affairs has hired a Special Assistant 
for Information and Education. 


Biographical Sketch 
Name: Ruth C. Galaid 


Position: Special Assistant for Information and Education, Office 
of Population Affairs 


Birthplace and date: New York, New York, November 5, 1925 
Education: University of California, Berkeley, graduated 1948, B.A. 


Experience: Present--Special Assistant for Information and Education, 
Office of Population Affairs, HEW; 1968-72, Editor, Grants Administration 
Report, HEW; 1965-68, Editor, Welfare in Review, HEW; 1964, Writer, 
National Geographic Magazine; 1962-63 Consultant-writer, Ford Foundation, 
Cairo and Buenos Aires; 1961-62, Reporter-researcher, Time Inc.; 1958-60, 
Account Executive, S.H. Benson, Ltd., Nairobi, Kenya; 1956-58, Reporter- 
researcher, Time Inc.; 1955-56, Reporter, Burlingame Advance-Star, Burlingame, 
California; 1953-55, Administrative Assistant, Ford Foundation, New Delhi, 
India; 1952-53, Research Assistant, Ford Foundation, New York; 1950-52, 
Program Director, U.S. Army, Stuttgart, Germany; 1949-50, Secretary-Research 
Assistant, University of California, Berkeley; 1942-45, Secretary, New York 
Times. 

Awards and honors: Sustained Superior Work Performance Award, 1967, HEW; 
Certificate of Appreciation, The President's Economic Stabilization Program, 
1971; Who's Who of Amrican Women, 8th Edition. 


5. Do you feel that the American people are adequately informed about 
the meaning and implications of the dramatic demographic changes 
of the past two years? 


a. If your reply is yes, does your office have any studies or 
evidence showing the extent and nature of public understanding 
of these phenomena? Could you supply them for the record? 


b. If your reply is no, what kind of role do you think your office 
could play in improving public understanding of these kinds 
of events? 
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In a grant program addressing a new and difficult educational 
development area, some projects will be less successful than 
others. However, significant gains are being made in con- 
ceptualizing and demonstrating effective approaches to the 
broad range of subjects and issues encompassed by the Environ- 
mental Education Act's definition of environmental education. 


I understand that the Advisory Council on the Environmental 
Education Act has submitted a report and made several recommenda- 
tions, among them a recommendation to extend that Act. Has any 
action been taken on this report by the Office of Education or 

has any response been made to the recommendations of the Commission? 


Advisory Council members discussed their report and its recom- 
mendations with the Commissioner of Education at the time of its 
submission. No action can be taken on those recommendations 

at this time due to the fact that the Environmental Education 
program is scheduled to be phased out at the end of the current 
fiscal year. 


9. 


10. 
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a. Newspaper accounts and public opinion polls indicate that 
the American public is becoming aware of the recent decline 
in fertility. However, Americans may not recognize or 
understand the long-range implications of population change. 


Do you think the funding levels provided in S. 1708 would be ade- 
quate to enable your office to carry out an effective role in 
this area? 


If your reply is no, what funding levels would you personally 
suggest? 


The current funding level is considered adequate for population 
education activities. 


Do existing institutions or units of local government have re- 
sources to contribute measurably to the job that is needed? 


What has their record been in the past? 


7, 8. Since the Office of Population Affairs does not collect 

specific information on the resources and capabilities of non- 

Federal agencies and organizations, it is unable to supply this 
data. 


The surveys the Population Commission did indicate strongly that 
the American people are not adequately educated on population 
dynamics. Witnesses before these hearings have expressed their 
belief that this is still true. Does your office have new evi- 
dence to show a change in that situation? 


The Office of Population Affairs does not know of any survey of 
the American public's awareness of population issues conducted 
since the Commission's surveys. 


Can you cite specific examples of this; are there school systems 
around the country which have been able to do an adequate job in 
this area? 


The Office of Population Affairs has no information in this area. 


B. Office of Education Programs 


l. 


A survey of environmental education grantees, conducted by Friends 
of the Earth, found that in both fiscal years 71 and 72, grantees 
not only devoted less than 10% of their efforts to population, but 
also that they devoted more than 25X of their efforts to subjects 
not even covered in the legislative definition of environmental 
education. Can you explain this apparent deviation from the 
Congressional intent? 
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May 29, 1973 


aM gg e tete po Beg I 
tors end Nurses Vs 5 submitted the enclosed testi- 
mony to the Committee for inclusion in the hearing record. 


On pages à and 5 of her testimony, she describes a saliva 
test which was developed several years ago, which she states 


Ryan 
that the Committee and the Department of Health, Education 
rab MS De gerbe E COAT pl cal onal al om 
the results of such an investigati 
x & eu ** nn i - NP A 
Ke I would appreciate your providing — with aj “4 
report on the effectiveness of this procedure. wae ex 


With many thanks. 


emea v DT 


Sincerely, 


Alan Cranston 
Chairman, Special Subcommittee on 
Human Resourees 


CODY 


De losure 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


OFFICE OF THE SECRETARY 
— . 3 WASHINGTON, O.C. 30301 


June 12, 1973 


Honorable Alan Cranston 

Chairman 

Special Subcommittee on Human Resources 
Committee on Labor and Public Welfare 
Washington, D.C. 20510 


Dear Senator Cranston: 


Thank you for your letter of May 31 and the enclosed 
testimony of Dr. Ada Biffar Ryan concerning a test for 
saliva alkaline phosphatase as an indicator of ovula- 
tion. 3 


The saliva test was developed at the Western Laboratory 
which is a subsidiary of the General Tire Company. The 
test may have been originated by a Chicago obstetrician, 
but it was first publicized by a Mr. or Dr. Foster in a 
presentation before the American Chemical Society in 
September 1971. There was a subsequent publication in 
the Journal of the American Chemical Society and some 
publicity in Newsweek Magazine. Shortly thereafter there 
were a few haphazard clinical trials. As far as I can 
gather, these proved rather unsatisfactory in that a 
number of post-menopausal women and dogs and Dr. Sheldon 
Segal of the Population Council proved to have positive 
tests. 


The President of the General Tire Company asked Dr. Andre 
Hellegers to act as consultant. In reviewing the evidence, 
Hellegers found no substantial proof that this test gave 

an accuracy of more than 30 per cent for the time of ovu- 
lation. The President of General Tire Company offered it 
to Dr. Hellegers for further testing at the Georgetown 
Center of the Kennedy Foundation and indicated that he had 
spent over a million dollars in development. Dr. Hellegers 
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thought so little of the test that he declined the offer. 
The Western Laboratory has since gone bankrupt. 


Obviously, if the test were of any value, it would have 
required FDA regulation because the tapes which are put 
in the mouth to perform the test, contained certain 
chemicals, thus, are regarded as drugs. 


I believe Dr. Ryan is incorrect in her statements regarding 
the reports of the New York Health Department. These have 
always been available for public information and I now have 
on my desk a rather voluminous report of the first two 

years' experience with the New York Abortion Law which will 
be published in a forthcoming book. Should your Subcommittee 
desire full documentation of the New York experience I would 
be glad to make this information available. 


I will be glad to furnish any additional information your 
Subcommittee may desire. 


Sincerely yours, 


Louis M. Hellman, M.D. 
Deputy Assistant Secretary 
for Population Affairs 
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. The attached letter from Mr. John f 
of. Tue — several questions mgd Preig A n m 
te ttee’s consideration of legislation = 
to extend the Family Planning Services and Population 

X would appreciate your responding to the several ` >`- 
questions he raises. n : — 


Vite nany thenks, 
Sincerdly, 


Alan Cranston 
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t Triumph 


bd g l 278 Broadview Avenue | (703) 347-4700 
Warrenton, Va. 22186 Cable: TRIMAG 


May 24, 1973 


Senator Alan Cranston, Chairman 
Subcommittee--Human Resources 
United States Senate 
Washington, D.C. 20510 


Dear Senator Cranston: 


I wish to thank you for exploring my question with Dr. Hellman of the 
Department of Health, Education and Welfare, as to whether or not the intra- 
uterine device is an abortifacient. His answer, however, you must admit, leaves 
a lot to be desired and will have to be more direct. 


When you questioned him and the other representatives of the Department 
of Health, Education and Welfare concerning eligibility requirements it was 
stated that statutory requirements specifically limit methods to the time before 
pregnancy and, devices, procedures, or the like would not be included in the 
program if they terminated pregnancy. How, then, do either you or Dr. Hellman 
justify the inclusion of the IUD in the program, particularly after he, as an 
administrator and a "man of science," said he was not sure that it met the 
eligibility requirements? Could I please have a simple "yes" or "no" answer 
to the following question: Does or does not the device, procedure, or the like have 
to meet the eligibility requirements before it is included in the program? 


A most disturbing aspect of the hearing was the testimony given concerning 
that question. As you were asking your question and Dr. Hellman was giving his 
answer both of your aides had in their possession a copy of the current 5-Year 
Plan for Population Research and Family Planning Services prefaced by a letter 
from Caspar Weinberg, Secretary of Health, Education and Welfare, dated May 17, 
1973. Since, as you will recall, I was sitting directly opposite Dr. Hellman's 
aide I had no trouble in reading page 15 of that report concerning the IUD, which 


reads as follows: 


"Recent study results support the hypothesis that the IUD alters the 
uterine environment in such a manner that blastocysts are destroyed or 
are not able to stay in the uterus until an estrogen surge permits im- 
plantation (Chang). If the IUD is removed before day 4 of pregnancy, 
there is an improved likelihood of survival of the fertilized ovum." 


As you will note two types of results are reported: (1) the abortifacient 
character of the IUD and (2) the exact time period, or more precisely, almost the 
exact day of pregnancy abortion is to occur, which confirmed the results in the 
findings published by Dr. Thomas Hilgers of The Mayo Clinic, Rochester, Minnesota. 


Again I ask, keeping in mind the above results, will you give me a simple 
"yes" or "no" answer to the question: Does the IUD meet the eligibility requirements 


of the program? 


375 


- 


A second point was raised by you and Dr. Hellman concerning the IUD program 
as it relates to our involvement through A.I.D. in dístributing and fostering 
these devices overseas. Similar to the question you asked of the administration 
concerning the involvement of drug companies domestically, who holds the patent 
on the IUD being provided by this country for heavy overseas use? 


Although I was not able to read everthing in the 5-Year report Dr. Hellaan's 
aide had in front of him I did notice repeated references to the FDA concerning 
testing of various procedures and the like. The question I ask is the same as 
that raised by Dr. Ryan: "What do the FDA records reveal concerning the 
"Alkaline phosphates level test" or, as it was commonly referred to, "the saliva 
test" and what are future plans concerning this test? 


I was elso interested in the testimony conerning voluntarism and the line 
taken by you concerning state regulations. Could I also have a simple "yes" 
or "no" answer to the question on whether or not welfare recipients or persons 
somehow classified as low income may or may not be called in at least twice a 
year and questioned conerning their practice or marital relations and intentions 
toward procreation and attitudes tovard family life? Could you also advise me 


as to what may be the current policy as well? 


Since I have not yet received the legal opinion you promised, I was quite 
disappointed that you did not raise the question coacerning the right of privacy 
particularly as it relates to the recent Supreme Court decision which held that 
there is, prior to a new life coming into existence, tantamount to an absolute 
right, a right of privacy which prevails in the areas of maritial relations, in- 
teations toward procreation and attitudes toward family life, and the government 
is prohibited from legislating or ínquiring in this area, let alone mandating, 
except for the gravest of reasons such as legislation protecting the rights and E 
responsibilities of parents. Could I please have your opinion, and the 
administrations opinion, concerning this right of privacy and how it will be 
affected by legislation proposed by each of you. From the presentations made 
by yourself and the administration I could only conclude that both of your goals 
appear to be the same but that you differ as to the administration of the programs 
designed to implement this common goal. Since your goal is the same I feel a common 
question concerning how it effects the right of privacy is in order. 


I thank you for advising us that the record will be kept open until June 4 
and I would appreciate a reply prior to then as I vould like this request, your 
reply and my response to your reply entered into the record and, if necessary, I will 
hand deliver my response to your offíce on June 4 so that this may be accomplished. 


Sincerely yours, 


A L. Short 


Publisher 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


OFFICE OF THE SECRETARY 
WASHINGTON. O.C. 20301 


June 29, 1973 


Honorable Alan Cranston 

Chairman 

Special Subcommittee on Human Resources 
Committee on Labor and Public Welfare 
United States Senate 

Washington, D.C. 20510 


Dear Senator Cranston: 


Thank you for your letter of June 13 containing the enclosure 
and questions from Mr. John Short, publisher of Triumph. 


The paragraph quoted by Mr. Short fram the Second Annual 
Progress Report of the Five-Year Plan for Family Planning 
Services and Population Research, p. 15, is from the research 
work on rats by Dr. Chang of the Population Council. The 
mechanism of action of the IUD differs with the species of 
experimental animals employed. The results with experimental 
animals cannot be transposed to human beings. 


Dr. Hilgers' paper is a review of the literature. It was 
presented to part of the staff at the Mayo Clinic in 1972, 
and as far as I am aware, the article has not been published 
in à scientific journal. The conclusions are Dr. Hilgers' 
and do not represent scientific proof nor a consensus among 
scientists. 


My statement on the IUD's in the typed transcript of our 
testimony before your Subcommittee on May 22 is clear and 
concise. The mechanism of action of the IUD (in the human 
being) is unknown. This statement does not represent only 
my opinion. It was made after consultation with the follow- 
ing and thorough review of the literature. 


Dr. Sheldon J. Segal 
Vice President 
che Population Council 
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Dr. Luigi Mastroianni 

Chairman, Department of 
Obstetrics and Gynecologi 

University of Pennsylvania 
Medical School 


Andre Hellegers, M.D. 

Professor, Department of 
Obstetrics and Gynecology 

Georgetown University 


I assume Mr. Short is aware that HEW has no responsibility and 
cannot speak for A.I.D. Attached for your information is a 
copy of Dr. R. T. Ravenholt's statement on Abortion Aspects of 
U.S. Population Assistance Programs. 

On June 12 I wrote to you concerning Dr. Ryan's assertions 
about the "tape tests" for ovulation. I have some additional 
information as follows: 


On May 8, 1967 two INDs were submitted by Weston Laboratories 
for use in oral diagnosis of ovulation. Following the original 
submission no data were received until April 1970, at which 
time two volumes were submitted. Not only did the sponsors own 
data indicate an accuracy of less than 50 percent, but at a 
conference with FDA on June 16, 1970, Mr. R. O. Foster and Dr. 
A. B. Lorincz, monitors for the trials for Weston Laboratories, 
admitted that they knew their data to be inaccurate and incom- 
plete. The sponsor was given 10 days to repair the deficien- 
cies. No reply was received within the specified time and the 
IND was withdrawn. 


There are continuing surveys regarding knowledge, attitudes and 
practices in the area of family planning. These are conducted 
privately, by the State and local health departments, and by 
several agencies of HEW. Inasmuch as Mr. Short asks a general 
and not a specific question directed at a particular suvvey, I 
can only respond concerning our general guidelines for these 
studies. 
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DEE 


l. Surveys are not conducted on family planning 
patients without approval by the proper author- 
ities. 


2. HEW support for a survey requires a review and 
approval of the objectives and benefits to be 
derived and all questions are reviewed by the 
agency contract officer, officials of HEW out- 
Side my office, and by OMB. 


3. No patient may be questioned without his/her 
informed consent. 


4. Each patient must be informed of his/her right 
of refusal to enter the study. 


The Social and Rehabilitation Service has not yet furnished 
us the guidelines for welfare clients. As soon as they are 
received I will forward them to you. 


The legal questions regarding the right of privacy posed by 
Mr. Short are not clear to me. I fail to see how either P.L. 
91-572 or your currently proposed legislation violates the 
right of privacy, particularly when they have so scrupulously 
emphasized voluntarism. If Mr. Short wishes I can arrange a 
meeting with our General Counsel to clarify the issue. 


Please be assured of my continuing cooperation. 
Sincerely yours, 
> SZ 
Louis M. Hellman, M.D. 
Deputy Assistant Secretary 


for Population Affairs 


Enclosure 
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EXECUTIVE BRANCH COMMENTS 
D ; 
Zablocki Concern with Abortion Aspects of U.S. Population 


i 
Assistance Programs 


77 
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In providing assistance for population and family planning 
in developing countries, the U.S. seeks to enlarge the 
freedom of these sovereign countries and individuals to 
choose the reproductive patterns most conducive to their 
well-being; and just as it would be grossly inappropriate 
for the U,S. to coerce these countries and individuals to 
use fertility control means which they do not want, so it 
would also be grossly inappropriate for the U.S. to coerce 
these sovereign countries and individuals to not use 
fertility control means which they do wish to use. Surely, 
Such reverse coercion would have a powerful negative impact 
upon the concept and practice of international population 
program assístance, and would cancel much of the effectiveness 


of A.I.D.'s voluntary approach to population programs. 


June 15, 1973 


98-0300 -73 - 25 


Grant 
Number 


446-13A1 
4272-17 
488-14A1 
893-11 


1182-1181 


1199-1581 
1199-16 
2615-06 
3071-06 
3084-04A1 


3097 -05A1 


3266-06 
3471-10A1 
3577 -05 
3822-05 
4020-04 
4104-03 
4108-04 
4189-05 
4290-04 


4375-04A1 


Direct Cost 
Amount 


$ 22,163 
30,835 
30,000 
46,311 


9,800 


8,500 
53,248 
42,203 
60,000 
15,740 
26,580 


55,000 
24,880 
73,040 
166,875 
30,290 
19,121 
30,514 
18,356 
46,635 


27,123 
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NICHD 
FY 1973 


POPULATION PROGRAM RESEARCH GRANTS 


APPROVED BUT UNFUNDED 


Investigator 
SPAZIANI, Eugene 


SWEAT, Max L. 
FREUND, Matthew J. 
WHALEM, Ríchard E. 


GORSKI, Roger A. 


TOUCHSTONE, Joseph C. 
TOUCHSTONE, Joseph C. 
LISK, Robert D. 
BRINSTER, Ralph L. 
SARTO, Gloria E. 


JOHNSON, Donald C. 


NELSON, Leonard 
FOOTE, Robert H. 
GLEDHILL, Barton L. 
VANDEMARK, Noland L. 
SHIVERS, Cherles Alex 
BECKETT, Sidney D. 
MEYERSON, Bengt J. 
HOWE, George R. 
HAMILTON, David W. 


PIACSEK, Bela E. 


Institution 


University of Iowa 
University of Utah 


Bee York Medical College 


University of California, Irvine 


University of California, 
Los Angeles 


University of Pennsylvania 
University of Pennsylvania 
Princeton üaivaralts 
University of Pennsylvania 
University of Wisconsin 


University of Kansas Medical 
Center 


Medical College of Ohio 
Cornell University 
University of Pennsylvania 
Ohio State University 
University of Tennessee 
Auburn University 

Uppsala University 
University of Massachusetts 
Harvard Medical School 


Marquette University 


. Geant 
Wusber 


4471-06 
4484-04 
4484-04A1 
4543-04 
4671-06 
4702-04 
4716-06 
4738-0341 
4787-04 
5040-03 
5101-03 
5259-0231 


5413-0141 
5656-0141 
5723-0141 
5729-0141 
3798-0141 
5846-0281 
3853-0281 
3876-0281 
3948-0141 
3933-01A1 
3971-0141 
3985-0141 


6036-01 


Direct Cost 


Amount 


$ 36,725 
15,000 
18,857 - 
31,544 
25,028 
61,026 . 
25,325 
20,000 
29,051 
13,208 
25,120 
12,296 


30,240 
25,725 
28,765 
30,000 
253, 643 
26,474 
22,837 
30, 800 
35,000 
28,510 
43,815 
23, 350 


29,621 
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Invest igator 
ELY, Charles A. 


BARFIELD, Ronald J. 
BARFIELD, Ronald J. 
MILLER, Richard L. 
MALACINSKI, George M. 
ROSENBERG, Murray D. 
SCHLAFF, Sheldon 
MORTON, Bruce E. 
TERMAN, C. Richard 
WISHIKAHMAM, Margaret T. 
PARR, Earl L. 
ERICKSON, Robert P. 


ANDERSON, Gerald G. 
JUNGMANN, Richard A. 
KIM, Kwang 8. 
PETERSON, Rudolph N. 
FREYMANM, Moye W. 
LONGO, Frank J. 
DIAMOND, Milton 
WINSBOROUGH, Halliman H. 
WALLACH, Edward E. 
GRAY, Robert M. 
SWIGAR, Mary E. 
PHILLIPS, Llad 


WHITE, Martha $. 


Institution 


Columbia University 
Rutgers University . 
Rutgers University 
Temple University 

Indiana University 
University of Minnesota 
Jefferson Medical College 
University of Hawaii 
College of William and Mary 
Ohio State University 
Harvard Medical School 


University of Californie 
San Francisco 


Yale University School of Medici 
Northwestern University 

George Washington University 

New York Medical College 
University of North Carolina 
University of Tennessee 
University of Hawaii 

University of Wisconsin 
Pennsylvania Hospital 

University of Utah 

Yale University School of Medici 


University of California, 
Santa Barbara 


University of California, 
San Francisco 
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3 
Crant Direct Cost 
Number Amount Invest igator Institution 

6040-01A1 $ 47,515 THAU, Frederick E. City College of the City 

` University of Nev York 
6075-01A1 35,645 LOSCHKY, David J. University of Missouri-Columbia 
6077 -01A1 30,897. HOCHSTASSER, Donald L. University of Kentucky 
6088-01A1 15, 327 ESHLEMAN, J. Ross Western Michigan University 
6130-01A1 41,528 JEFFE, Abram J. | Columbia University 
6226-02 53,342 DANIEL, Joseph C. University of Tennessee 
6230-01 18,180 KATHAN, Ralph H. Hektoen Institute for Medical 

: Research 
6244-01Al 36, 628 EVANS, James S. University of Tennessee 
6298-01A1 31,050 DAVIS, Brian K. Worcester Foundation for 
Experimental Biology 
6315-0251 - 8,588 SCHUMACHER, Gebhard F. University of Chicago 
6316-03 40,000 STEINBERGER, Emil University of Texas Medical 
School 
6336-01 . 25,325 ROSE, Leslie I. Peter Bent Brigham Hospital 
6372-01A1 29,998 McCORMACK, Shirley A. Tulane University 
6378-01 12,040 EKANEM, Ita Inyang University of Ife 
6428-01 113,220 BRUNSWICK, Anne F. Columbia University 
6433-01 N 21,653 MACISCO, John J. Georgetown University 
6462-01 26,430 SPROTT, Richard L. Jackson Laboratory 
6488-01 20,000 LEAVITT, Wendell W. University of Cincinnati 
6488-01A1 28,192 LEAVITT, Wendell W. University of Cincinnati 
6512-01 34,569 |  EPPLE, Gisela M. University of Pennsylvania 
6530-01A1 12,793 CARRIER, Oliver, Jr. University of Texas Medical 
choo 


6532-01A1 53,678 McGAUGHEY, Robert W. Arizona State University 


Grant 


Number 


6539-01 
6555-01 
6557-15 
6593-01 
6594-01 
6596-01 
6612-01 
6622-01 
6630-01 
6641 -01 


6643-01 


6654-01 
6656-01 
6657-01 


6660-01 


6661-01 
6663-01 


6683-01A1 


6690-01 


6693-01A1 


6698-01 


6698-01A1 


6700-01 
6713-01 


6715-01 


Direct Cost 
Amount 


4,940 
30,095 
20,732 

7,840 
18,289 
18,771 
30,738 
14,203 
46,506 
19,550 
32,408 


72,198 
38,656 
39,573 
34,763 


26,519 
80,000 
17,175 
23,594 
16,5736 
32,511 
39,452 
11,336 
46,171 


30,152 


Investigator 
HARPER, Dean H. 


ARIMURA, Akira 
BRADBURY, James T. 


MUHSAM, Helmut V. 


BROCKELMAN, Warren Y. 


PIANTADOSI, Claude 
DeJONG, Gordon F. 
MOORE, Michael 


HUNTER, JoAnne S. 


BERNSTEIN, Maurice H.. 


HAMNER, Charles E. 


LEVINE, Arnold J. 


MENON, K. M. 


COULOPOULOS, Diane T. 


RESKO, John A. 


NEAVES, William B. 
METZ, Charles B. 
OZAKI, Hironobu 
GARDNER, Peter M. 
LEATHEM, James H. 
MEIZEL, Stanley 
MEIZEL, Stanley 
HATHAWAY, Ralph R. 


KAYE, Jerome S. 


KAMBYSELLIS, Michael 


P. 


Institution 
University of Rochester 


Tulane University 

University of Iowa 

Hebrew University 

New York University 

University of North Carolina 
Pennsylvania State University 
University of California, Davis 
University of Michigan 

Wayne State University 


University. of Virginia Medical 
School 


Emory University 
University of Michigan 
Simmons College 


Oregon Regional Primate Researc 
Center 


Harvsrd Medical School 
University of Miami 

Michigan State University 
University of Missouri 

Rutgers University 

University of California, Davis 
University of California, Davis 
University of Utah 

University of Rochester 


New York University 


Grant 
Number 


6715-01A1 
6718-0281 


6722-01 
6746-01 
6748-01 


6752-01A1 


6738-01 
6759-01 


6766-01 
6771-01 


6777-01 


6785-01 


6787-01A1 


6801-01 
6802-01 
6821-01 
6836-01 
6859-01 
6865-01 
6870-01 
6877-01 
6879-01 
6896-01 


6898-01 


Direct Cost 
Amount 


$ 30,183 


8,500 
4,900 
123,800 
21,930 
21,901 
146,000 


40, 000 


76,449 


14,927 
36,831 


28,180 
38,746 
16,790 
27,636 
62,500 
8,596 
10,235 
4,999 
16,446 
18,761 
43,604 
24, 600 


22,019 


Investigator 
KAMBYSELLIS, Michael P 


. KANSEL, William 


PARKS, Alfrieta V. 
MORRIS, John M. 
FLICKINGER, Charles J. 
BLISS, Eugene L. 

UDRY, J. Richard 


GOSPODAROWICZ, Denis J. 


ELINSON, Jack 


MENDELS, Franklin F. 


SUD, Bhupinder N. 


EHRLICH, Edward N. 
JACKSON, Gary L. 
HUDSON, John C. 
UDIS, Bernard 
SINGH, Ram N. 
CLARKE, Carl T. ` 
HOLZBERG, Jules D. 
WEISSENBERG, Peter 
VOOGT, James L. 
MEIBURG, Charles O. 
DAS GUPTA, Prithwis 
FULLER, Gene B. 


JOHNSON, Haldor T. 


Institution 
New York University 


Cornell University 

Princeton University 

Yale University 

University of Virginia 
University of Utah 
University of North Carolina 


Salk Institute for Biological 
Studies 


Columbia University 


University of California 
Los Angeles 


St. Christopher's Hospital for 
Children 


University of Chicago 
University of Illinois 
Northwestern University 
University of Colorado 
Marshall University 
University of Florida 
Wesleyan University 

State University of New York 
University of Louisville 
University of Virginia 
University of Minnesota 
University of Southern Mississip 


Medical University of South 
Carolina 


Crant 
Bes. 


6899-01 
6901-01 
6916-01A1 


6924-01 


6926-01 
6933-01 
6935-01 
6948-01 


6950-01A1 


6955-01 
6955-01A1 
6964-01 
6965-01 
6968-01 
6969-01 
6972-01 
6978-01 
6980-01 
6981-01 
6982-01 
6983-01 
6987-01 


6990-01 


7001-01 


Direct Cost 
Amount 


$ 26,696 
33, 505 
191,676 
23, 321 


16,042 
30, 291 
25,523 
26,238 


43,450 
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30-23 - 148 STREET 
FLUSHING, N.Y. 11354 


EFFECTS OF ABORTION ‘AND CONTRACEPTION ON PUBLIC HEALTH 


Tha state of R. T. has felt the full impact of a law that legalizes Abortion 
on demand.The impact was so impressive that within a two year periodthe legislators 
of our state voted to repeal this law,an unheard of precedent.Our young women had 
been mutilated,experimented with,sterilized and killed.We learned the hard way , 
there 18 no such thing as a nice safe sterile abortion.The intent of the law had 
been to do away with back allay abortions.This did not happen. Deaths from illegal 
abortions rose and the deaths from legal abortions have outnumbered the deaths froa 
the back alleys. 

Although the complications of abortion have been well documented by Dr.Jean 
Pakter from the N.Y.C.Dept.of Health ,the public has not been informed of the true 
facts.An edited version presenting a dístorted pícture ,given out by Mr.Gordon Chase 
of the N.Y.C.Health Dept.,is all that is available to the public.The original report 
has been denied even to the members of the medical profession by Mr.Chase's office. 

The public was lead to believe that the number of deaths from abortion had 
been reduced in N.Y. second year of experience which is untrue.Further we must re- 
member that deaths from illegal abortions have íncreased,and as far as legal abortion: 
go every death represents an increase since we started from sero. No mention wes 
made either by Mr.Chase of the complications af abortion,although they are explic- 
itly catagorised and listed in "The Bulletin on Abortion ",which is published monthly 
by tha N.Y.C.Health Dept. Hemorrhage „infection „perforated uterus ,anesthesia, shock 


retained tiesue ,failure to abort, lacerated cervix , and others(hysterectomy). 
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os Medical Periodicals and papers have been saturated with articles pertaining 
to the dangers and complications attributed to the procedure of Abortion,yet none 
of these have been made known to tha general public. 

EH long term side effects of abortion are multiple .Japan,who has had 24 yrs 
experience with liberalised abortion and who is now desperately trying to revert to 
tha old restictive law,reports tha following long time complications: 

1) * Sterility. 

2) 14% subject to habitual spontanious miscarriage. 
3) 400% increase in tubal pregnancies 

4) 17% Menstrual irregulerities 

5) 20-30% Abdominal pains,dizziness , headaches etc. 

Saline abortions had been outlawed in Japan over 20 years ago due to the high 
mortality and morbidity of this procedure,yet it is one of the chief thode of abore- 
tion in the U.S.today,although we have found the same facts to be true from our own 
studies. (documentation presented to support this stetement and future statements) 

The utilization of public funds to foster abortion and contraception 1s a 
grievous misappropriation of funds in the field of Public Health .With easy abortion 
and contraceptives available to our young unmarried there exists neither responsi- 
bility for sexual behavior,nor s fear of pregnancy.It is for this reason that venereal 
disease has becoms pandemic throughout our nation.In 10-15 Years our nations Mantal 


Institutions will be insufficient to house the victime of latent Syphilis .In less 
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than five years the major worry of our country will be sterility as an inevitable 
aftermath of gonorrhea end abortion. If we had looked at the results of other nations 
who have used abortion and contraception as a means of solving social problems - Japan 
Bungery, Sveden, Denmark, Greece - we should have learned from their mistakes. 

Tidal waves of young unmarried pregnant vomsn are still with us. Abortions have 
Outnumbered births in New York State thie year. Up to the present date society has 
pressured these mothers to terminate their pregnancies. Steps can easily be taken to 
provide positive solutions to this problem such as: 

1. Stop the media from spreading the fallacy that the new amorality is the 
"In Thigg". | 

2. Stop so called Family Plasning Progrems from setting up offices in our 
High Schoole and Colleges. 

3. Eatablish Child Life Centers to help problem pregnancies. 

4. Require Health Insurance companies to provide full maternity benefits 
ee they new provide full coverage for abortion. 

5. Eatablish federal support for children with congenital defects. 

The argument heard moet often from those who would like the government to undertake 
usssive funding of birth control programs is that we need to make contraceptive infor- 
mation and devices availabla to every person who Acht possibly want them, because 


only by thie s oan we check the spread of veneral disease. 
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As I said previously,it is certainly true that venereal disease is a problem 
of pandemic proportions in the U.S.today .But it is equally true that programe 
that Senate Bill 1708 would fund do not help to solve the problem ---- they con- 
tribute to it. 

The logic behind this judgment is very simle.Venereal disease is rampant when 
promiscuous sex ie rampant.And promiscuous sex is increased in direct proportion to 
the spread indeed the aggressive promotion-- of contraceptive propaganda to more 
and more people „in younger and younger age brackets.The young and the unmarried 
are the central targets of many of the programs and organisations that 8 1708 would 
fund.Yet it is precisely because of promiscuous sex among these outside a stable 
marriage relationships that venereal disease is rampant.This Bill would mske the sit- 
vation worse.Even the Inter. Planned Parenthood Fed. claima "the pill” spreade V D. 

In addition to the spread of venereal disease the side effects of the contra- 
ceptives themselves such ss the pill, foam and the abortifacient I. U. D. have been 
found to be detrimental to the human body itself.Serious side effects after the 
procedure of vasectomy have been documanted.( see documented evidence) 

As we are all avare pregnancy occurs at the time of ovulation.Simltaneously 
at thie time there 18 a rise in alkaline phosphatase in the blood.A simple saliva 
test was developed severalyears ago which determines thie rise in the blood. It has 


deliberately been kept off the market in the U.S.although it has been used overseas. 
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This test has been found to be simple, foolproof,can be bought over the counter for 
pennies and has no side effects on the human body whatsoever.The introduction of this 
test to the public would automatically eliminate the hasardous contraceptives that are 
being fostered by Planned Parenthood.The results of this asthod was documented even ín 
the lay prese .(Dinere Club Magazine Feb.1972) I believe an investigation by your 
Committee and the Dept.of Health ,Education and Welfare is in order and I would 
appreciate a written report on the results of such an investigation.I would further 
urge every Committee member to read the results of such an imastigation before vot- 
ing any action on this bill. 

Another argument that supporters of programs like this aske is that we need to 
have government backing the contraceptive hard-sell in our Society to eliminate the 
tremendous demand for abortion. 

Wow this argument would be a little more believable if the people making it 
were against abortion--if for example, they would eliminate abortion ,and abortion 
counseling ,and abortion referrals ,and dispensing of abortifacients from their pro- 
grams.We know that they are not about to do this,so we have to question the depth of 
their concern about the abortion scandal. 

Even 1f we cake the argument at face value,we must conclude that massive govern- 
ment support of birth control is no way to reduce abortions.In fact,as in the case 
of venereal disease the evidence pointe the other way. 

One of the best round ups of evidence available on the connection betwaen con- 


traception and abortion is contained in Professor Germain Grisez's book ,"Abortion: 


98-030 O - 73 - 26 
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The Myths,The Realities and The Arguments". Analising the available data Professor 
Grises concludes: "Abortion in the developed countries --thet is these euch as the 
U.S. and Great Britain that are industrialised and urbanised to a high degree-- 

soens to be a secondary method of birth control.Contraception ie preferred , aud 
abortion 10 used most often when contraception faile.So true is this thet the spread 
of birth control ,at least up to the last very few yeare,seens to have been accompen- 
fed by tha increase of sbortion.Birth control,rather than counteracting abortion, 
actually has nid to aggravato the problem." 

To sum up,we must recognize that Senate Bill 1708 is going to aggravato the 
abortion and venereal disease problem.It is our opinion,as doctors and nurses who 
have been personally involved with the situation in the state of New York „that che 
solution to eradication of venereal disease put forth by Planned Parenthood has al- 
ready been tried and found wanting, both in thie country and abroad. 

Our National Government has done a great injustice to the youth of this country 
in the field of public health.We should take measures now to correct this injustise. 
a nenber the youth of today are the future leaders,policy mekers and home mekers of 
our country.We have a responsibility to protect their health. 

' From a medical point of view 3111 1708 ie definitely detrimental to the health 
and welfare of this Society. 

Respectfully subj ster and Pubife Welfare 


Ada §.Ryan M.D. 


President 5,000 Doctors and Nurses ve.Abortion 


May 23,1973 (Stete of New York) 
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22... 2. 5 EXECUTIVE SUMMARY 


As one element of a strategy to stimulate better health € delivery 
to -—Ó populations, the Health Services and Mental] Health Administra- 
tion (HSMHA) started several years ago to give financial support to innovative 
forms of ambulatory care centers. In most cases, this support was explicitly 
or implicitly in the form of developmental grants (often called "seed money" 
or "front-end" grants). 

The theory was that, once the centers were well established, they would 
EEN substantial income from Eiger sources, EE from varicus 
third parties who reimburse providers of hcalth services to dedignated bene- 
ficiaries. The start of the HSMHA grant program coincided roughly with the 
enactment of Titles XVIII (Medicare) and XIX (Medicaid) as amendments to the 
Social Security Act. These two programs provide assistance in paying the med- 
ical costs of the aged and poor, respectively. Because these iwa segments of 
the population were expected to be the dominant clientele of the ambulatory 
care centers, it was presumed that the centers should be able to derive a major 
share of their income requirements from Medicare and Medicaid reimbursements, 


and the need for HSMHA grant support should decrease correspondingly. 


Such terms as "independence" and "self-sufficiency" appear regularly 


in various planning documents. The most decisive statement appears in the 
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DHEW plan for Fiscal Year 1973 in which IISMHA Objective #4 is stated as: 


. "To develop and implement by June 30, 1973 in al! HSMHA programs 
. and HSMHA -supported health service delivery projects a fiscal man- 
agcment policy replacing Federal project grant support with increased 
third- "Berg reimbursement and othcr cost reimbursable devices." 
Most ambulatory care centers have been opcrating long enough that, 
if self-sufficiency is a normal and easily attained stage of development, 
many would have attained it already. There are no reliable data on the status 
of all the centers collectively in this respect, but a few spot checks and other 
e evidence suggest that centers € are deriving a significant 
proportion of their total income from third-party reimbursements. Until 


now, however, the underlying reasons for this apparent shortfall in Medicare 


and Medicaid collections have not been studied thoroughlv and systematically. 


l. MACRO SYSTEMS, INC., WAS ENGAGED TO DEVELOP STRATEGIES 


uM me —— 


FOR MAXIMIZING LEGITIMATE THIRD-PARTY COLLECTIONS BY 

CENTERS 

In a series of projects for HSMHA, MACRO SYSTEMS, INC. (MSI), 
studied the performance and practical problems in collecting third-party 
reimbursements of a limited number of ambulatory care centers. Learning 
of this experience, the Office of the Assistant Secretary for Planning and 
Evaluation, Division of Health Evaluation (OASPE/HE), engaged MSI to 
combine this prior experience with a thorough study of Medicare and Medi- 
caid statutes and regulations, to identify barriers to the flow of third-party 


reimbursements from the two programs to the ambulatory care centers. 
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If such barriers were found, MSI was further to develop strategies, embracing 
legislative, regulatory, and administrative action, as appropriate, to reduce 


or remove the barriers, and was to project the financial impact of the strategies. 
The boundaries of the charge to MSI were defined in five ways: 


.  OASPE/HE designated five types of ambulatory care centers 
on which the study was to concentrate: Neighborhood Health 
Centers, Maternal and Infant Care Projects, Children and 
Youth Projects, Family Planning Projects, and Community 
Mental Health Centers. 


Because few ambulatory care centers deal in significart 
numbers with patients elipible for benefits undcr private 
health insurance plans, the study was to focus exclusively 
on Medicare and Medicaid as third-party payers. 


" Planning reportedly is well advanced for a substantial 
HSMHA technical assistance effort to all centers, so MSI 
recommendations regarding technical assistance were to 
be carried only to the point of indicating £reas in which 
the need for such assistar.ce is imperative. 


. Previous HSMHA and MSI studies indicate that centers 
controlled by hospitals or other parent health service 
organizations have comparatively much less difficulty in 
collecting third-party payments, so the emphasis of MSI 
work was to be on "free-standing" centers. 


e Because there are virtually no reliable data on the current 
status of ambulatory care centers with respect to third- 
party collections, projections of financial impact were to 
be refined only to the point of being indicative for broad- 
scale budgctary planning but not for grants management 
or budgetary control of individual. centers. 
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2. MSI CONCLUDED THAT SEL E-SUFFICIENCY BASED ON TIIIRD- 


— — 


PARTY COI.].EC'TIONS IS WOT AN ATTAINABLE GOAL SDN 


—— M ͤ —6uä— em — 


EXISTING SYST? N CONSTRAINTS 


dë a thorough shee ae of the interface between the ambulatory care 
centers and the two medica) payment —": MSI concluded that third- 

party collections by the centers can be increased substantially within the 
consiraints imposed upon all the programs involved, but not to the point where 
the centers can even approach self-sufficiency based on these sources of income. 
Only a considerable . of me patient eligibility and benefit struc- 


e 


ture . of Titles XVIII and XIX, a possibility not considered in this 


study, would reverse this basic conclusion. 


Specifically, MS! estimated that the ernbulatory care centers collectively 
are now deriving no more than roughly 10 percent, and probably nearer fivc 


percent, of their total income from.third-party collections. * Unless the basic 


program concepts of the centers are changed radically, as outlined later, the 
centers collectively probably cannot expect to derive more than about 20 to 25 
percent of their income from this source. Even that level will require a con- 


siderable effort to attain. 


+ Individual centers may vary widely from this average. Many centers collect no third-party reimburse - 
ments, A few. centers, operating In situations which Cannot be rcplicated.broadly, may have, in fact, 
achieved self-sufficiency. 
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3. CURRENT. EXPEC TATIONS ARE UNREALISTIC PARTLY a 


— —— ũ8Iũʒ—— 


-OF FOUR BASIC MISCONCEPTIONS ABOUT THE NATURE Or GE 


emee man e — — —— 


SYST EM 


In revicwing prior work on this subject, and poy ena verious plan- 
ning documents underlying current DHEW policy sine ente! MS1 became 
aware of four misconceptions running as themes through much of that work. 


(1) Pivotal Goals of the Delivery and Payment Programs Diverge 


More Than Is Commonly Acknowledged 


Most studies of the problems of the ambulatory care centers 
start with the assumption that the goals of the centers and of the med- 
ica] payment programs are essentially congruent, and that most of 
the services of the centers therefore should be reimbursable under. 
cither Mcdicare or. Medicaid. This is not the case. 

The ambulatory care centers were set up to — a com- 


prehensive renge of outpatient services to patients regard- 
less of their means of payment. 


; The Medicare program was established to reimburse aged 
people for the costs they incur for a limited range of medi- 
cal services. The emphasis_ is on inpatient treatment of 
acute ilinesses, which excludes most of the preventive and 
Social services rendered by ambulatory care centers. Fur- 
thermore, the benefits of greatest interest to the centers are 

.. available only to those who enroll voluntarily for Part B 
benefits. l 


The Medicaid program was established to assist poor people 
to defray, but not necessarily to underwrite totally, the 
costs of necessary medical services. Eligibility under the 
program is restrictive and volatile. 
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Thus defined, it is cvident that there is some overlap of the goals 

_ of the three programs, but it is more coincidental than intentional. In 

` practice, Medicare and Medicaid payments to ambulatory care centers 
cover a smaller percentage of the core rendered than in the case of other 
providers: ambulatory care centers serve significant numbers of people 

` not covered by either payment: program; and many of the services that are 
provided to those who are eligible are excluded from payment by both pro- 
grams. 


(2) Medical Payment Programs Are not Administered Nationally or 
Uniformly as Often Assumed . e 


Basic policies for both Medicare and Medicaid were established 
by the Congress and are interpreted in regulations and directives issued 
from the national offices of the Bureau of Health Insurance (BHI) and the 
Medical Services Administration (MSA). The decisions most critical 


to the centers are made, however, at the State and local level, and 


there is substantial variation in actual administrative practice. 


Regulations and instructions governing thc medical payment pro- 
grams are highly complex. "They have been written mostly around the 
situations encountered with conventional providers, and there Ís little 
generalized experience to guide decisions related to ambulatory care 
centers. Day-to-day administration of both programs has been highly 
decentralized, and effective management inſor mation systems to mon- 


itor compliance and uniform administration have not been established. 
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Consequently, there is no cenjral point to which the centers have been 


able to turn for authoritative interpretation or intervention. 


(3) The Importance of Medicare to Ambulatory Care Centers Is 


D————————ÁÁ———————————M— M SS 


Discounted Incorrectly 


Only two of the five types of centers considered in this study ever 
encounter Medicare paticnts, and even these centers typically have less 
than 20 percent of their patients eligible for Medicare benefits. Fur- 
thermore, Medicare coverage does not include routine preventive ser- 
` vices, the primary elements in the service programs of the ambulatory 
care centers. Moreover, few centers make strong efforts to collect 
Medicare reimbursements because, at best, they represent only a mar- 


ginal source of potential income. 


For all these reasons, the ee of Medicare to ambulatory 
care centers has been consistently discounted. "This attitude overlooks 
the strong, although indirect, influence of Medicare administration on 
Medicaid administration. Few of the State agencies assigned Sege 
sibility for Medicaid administration have prior experience in adminis- 
tering a large-scale, comprehensive medical payment program and, faced 
with rapidly escalating costs, naturally looked to the Medicare program 
for Ee administrative constraints. In designating providers eli- 
gible for reimbursement, for example, actual experience has established 


the fact that most centers wliich acquire recognition from the Medicare 


407 


program have littlc PER in SES eligibility for Medicaid 
reimbursement, but Set which have been denied Medicare recogni- 


. tion may m e parallel difficulty with Medicaid. 


(4) Neither the Ambulatory Care Centers Nor the Payment Programs 
Have Recognized Fully Their Mutual Ri Responsibilities 
The reletionship between the ambulatory care centers and the 
medical payment programs has becn characterized by misunderstanding 
and consequent mistrust on all sides. It appears that both the payment 


D - 


programs and the centers have contributed to this condition. 


The payment programs have poen uncertain about the status of the 
centers and disturbed by T contrast between their operations and those 
of conventional providers. Rather than moving rapidly and directly to 
resolve these problems, they.have veered more often to EE 


delay and non- communication. 


At the same time, the centers have been preoccupied by service 
and community relations problems and have not attempted diligently to 2 
secure maximum third-party reimbursements. Few center billing staffs 
understand benefit structures well and consequently may submit many 
erroneous claims. The centers often are unable to respond competently 
io reasonable requests for cost data. Many seem not to appreciate that 


they must meet a high measure of accountability if they expect reim- 


bursemoent from third partics. 
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4. THIRD- PAR TY REIMBURSEMENTS p SHARPLY LIMITED BY 
FJVE FACTORS 


e . oe å e 


: Careful analysis of the interface between the centers and the payment 
_ programs demonstrates that the flow of reimbursements is controlled fully 
by five factors. As indicated bclow, the centers have experienced varying 


degrees of difficulty vith each of the five: 


. Provider Status- The centers cannot claim reimbursement 
unless they are recognized as providers or provider- 
equivalents by the payment programs. MSI finds no statu- 

- tory or regulatory barrier to this recognition and no evi- 
dence of a systcmatic intention to exclude them. Yet, many 
free-standing centers still are not recognizcd, partly be- 
cause they have not pursued this status diligently and com- 
petently, and partly because State agencies and carriers 
have delayed recognition because of uncertainty about the 
application of the regulations to spccific cases. In a few 
iustances, payments have bcen withheld because the pro- 
priety of reimbursements to Federally funded projects has 

* ! been questioned. 


e Patient Eligibility-- The centers can be reimbursed only 
when they serve patients eligible for benefits under the Medi- 
care or Medicaid programs, other third-party payment plans, 
or patients who pay for all or a part of the services rendered. 
A large percentage of the patients of most centers arc not 
eligible for Medicare or Medicaid, however, cither because 
they do not qualify for enrollment or because they have not 
applied for enrollment. The latter is particularly common 
in centers which charge no fees whatever to patients, re- 
gardless of ability to pay. 


5 Benefit Structures-- The centers can be reimbursed only for 
services specifically designated as covered under one of the 
programs. Reflecting their comprehensive care concepts, 

. centers typically provide many services excluded from 
coverage under Medicaid and, particularly, Mcdicare. 
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Rate Structure--The programs are neither designed nor 
~ obligated to pay the full cost of covered services. Medi- 
" carc has deductible and coinsurance amounts that the 

patient is expected to pay. The gap between cost and re- 
imbursement rate is often quite large, particularly under 
Medicaid in so-called "poor" States. 


Billing Efficiency-- Centers are reimbursed only when they 
submit claims accurately and promptly, and few free-stand- 
ing centers perform adequately in this respect. Efficiency is 
essential internally, too, in that the cost of claims prepara- 


tion is an offset to the gross amounts collected, and even 
fewer centers have efficient billing systems. 


The effect of these factors is compounded in application, i.e., the 
factors act in sequence, each reducing in turn the potential E E 
already reduced by the prior factors. The cumulative effect is that the cen- 
ters collectively probably are now realizing no more than 10 percent of their 
income, possibly closer to five pcrcent, from 1 collections. 

5. ONE DHEW OPTION WOULD BE TO CONSTRICT SERVICES TO 

REIMBURSABLE SERVICES ONLY 

One possible direction DHEW could take to change this situation would 
be to induce the centers to limit their services to only those for which reim- 
bursement can be expected. This would seguir a sharp constriction of the 
range of services.offered and a denial of service to patiente not eligible undcr 


either payment program, unless benefits and eligibility were expanded sub- 


stantially by enactment of a National Health Insurance program. 
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Even this action would not result in self- sufficiency unless the payment 
programs were directed concurrently to reimburse for service at 100 per- 
cent of cost. Nevertheless, this is a feasible and available option, even 


though it would thoroughly vitiatc original ambulatory care program concepts. 


Strong community reaction could be expected. 


Implementation would require nothing more than simple amendment of 
enabling legislation for project grants and of the corresponding regulations, 


limiting the purposes for which Federal project grants could be used. 


6. A MORE MODERATE COURSE WOULD INCREASE REIMBURSEMENTS | 


SIGNiFiCANTLY BUT NOT PUT SXELI-SUFFICIDZNCY WITHIN REACH 
As an alternative, DIW could elect to preserve the comprehensive 
service approach of the centers but take action to maximize tbird-party 
reimbursements. As demonstrated in Chapter V, reimbursements could 
be increased roughly fourfold; but at this higher level, they still would 


represent only about 20 to 25 percent of the centers! required income. 


This strategy would require a carcfully. orchestrated blend of legisla- 
tive, regulatory, and administrative action. The latter would be mainly in 
the form of a large-scale program of technical assistance to the centers, 
constructed around all five of the factors listed earlier; although its cost 
would be high, thc program should yield positive cost benefits in terms of 


increased collections. 
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A major step toward resolving. many of the problems of the Medicare 
program already has been taken in the Bureau of IIcalth Insurance's recent 
decision to reimburse most free-standing ambulatory care centers from the 
Division of Direct Reimbursement-in Baltimore. This should alleviate much 
of the non-uniformity and uncertainty that has appeared until now in Medicare 
administration. Beyond this, the following legislative and regulatory action 
might be taken with respect to the Medicare program: 

e Publish thc criteria for the classification of these facilities 
as eithcr hospital-controlled or free-standing physician- 
directcd clinics so that ambulatory care centers may under- 
stand the basis for qualification for reimbursement under 
either classification. 

e Develop ond publish instructions for reimbursement of 
covered Part B Medicare services for Federally funded, 
free-standing ambulatory care centers, modeled after the 


Principles of Reimbursement applicable to Part A providers 
at 20 CFR Subpart D, sections 405.401 through 405. 488. 


One desirable administrative action related to the Medicare program 
only would involve a reconfirmation by the Secrctary of the support his four 
predecessors gave to the exemption, provided by regulation 20 CFR 405. 252, 


and 20 CFR 405. 312(f), from the provisions of Title XVIII (section 1862(a)) 


which prohibit reimbursements to Federally funded projects. 


With respect to the Medicaid program, the Federal government has less 
control over the specific structure of State plans. Nevertheless, the following 
legislative and rcgulatory actions would remove some existing barriers to 


the flow of rcimbursements: 


98-0300 - 73 - 27 
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e ' Broaden existing statutes and regulations which mandate 
~ "cooperative arrangements“ between State programs and 
Title V projects, to include all HSMIIA- funded projects 


^. A. Mandate coverage of "clinic services" in all State Medi- 
caid plans, and consider increasing Federal matching 
share for such services 


à Require States to stipulate in considerable detail, as part 
of their State Medicaid plans, the basis on which they in- 
tend to establish rates 


Beyond these actions which apply to the two programs separately, a 


program of technical assistance should be mounted to deal with problems 


common to both programs, This program might include the following ele- 


ments: 


e Rapid survey of the centers to identify those which have not 
yet been recognized as eligible for reimbursement by Medi- 
caid and, if appropriate, Medicare; and direct regional 
office intervention with the appropriate State agency or 
carrier, with BHI and MSA support, to establish such 
recognition 


e Development at the national level of a codification of the 
services typically offered by ambulatory care centers, and 
use of this codification to specify precisely what services 
are covcred under Medicare and each of the State Medicaid 
programs | 


š Establishment of a monitoring system under which each 
center reports quarterly on claims rejected for reasons 
not fully understood; and use of these reports both to 
monitor State agency and carrier conformance to stated 
benefit structures, and to plan further training of center 
staffs in claims preparation 
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Assistance to centers in devcloping accounting systems 
~ which dida information adequate for documentation of 
* rate rcqucst 


Development of simple systems to capture essential sum- 
mary data on distribution of both user populations and en- 
counters by payment source 


e Encouragement and active promotion of an all-inclusive 
"statislical visit charge" based on cost 


e Development of "packaged" billing systems and patient 
eligibility screening procedures applicable to various types 
of centers 

e Encouragement of patient billing under sliding-fee schedules 


where they are not now used 
e Amend the Medicare law to change requirements for assign- 
ment of claims by patients, to establish that such assign- 
ment is not needed in centers recognized as providers or 
provider-cquivalents 
e Effective training of selected center staff personnel in 
eligibility screening, benefit structures, accounting pro- 
cedurcs, claims preparation, and other billing procedures 
This second strategy is less disruptive to existing programs but will not 
lead to full self-sufficiency among the centers. If implemented effectively, 
nevertheless, it can result in a nearly fourfold increase in the level of third- 


party collections, an increase which would more than offset the substantial 


costs of implementation. 
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THE SECRETARY OF WEALTH, EDUCATION, AND WELFARE 
WASHINGTON, o. C. 20201! 


-—— — 


May 17, 1973 
a is — 


TO THE CONGRESS OF THE UNITED STATES 


In accordance with the requirements of the Family Planning 
Services and Population Research Act of 1970 (PL 91-572), 
I am pleased to submit the Second Annual Progress Report 
on the Five-Year Plan for Family Planning Services and 
Population Research. 


This report reflects the Administration's belief that the 
proper Federal role in family planning as in other health 
areas is one of support, not domination. .In the long run, 
the Federal role is to reduce financial barriers. Our 
purpose is to enable public agencies at the State and 
local level to discharge their necessary responsibilities 
and to assure that private initiative and resourcefulness 
are given the opportunity to serve the health needs of 
the vast majority of T : 


— 
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INTRODUCTION 


This is the second progress report submitted in 
compliance with Section 5(a) of PL 91-572, the Family 
Planning Services and Population Research Act of 1970. 
The Act requires submission of a Five-Year Plan not later 
than six months after passage of the legislation and 
annual progress reports on January l for each year of 
the plan. 


The increase in Federal, State, and local involve- 
ment in family planning services during the last five 
years is remarkable. Five years ago, no Federal funds 
were specifically earmarked for support of family planning 
services. Liberalization of State laws was necessary in 
many cases in order to allow family planning services to 
be generally available. Family planning services are now 
regarded as an integral part of comprehensive health ser- 
vices and have received Presidential emphasis. President 
Nixon established as a national goal the provision of 
family planning services to all those who want them but 
cannot afford them. Also recognized is the need for addi- 
tional research on birth control methoda of all types and 
the sociology of population growth. Congress has provided 
significant financial support for these programs. 


Fiscal Year 1973 is the third full year of the family 
planning services and population research Five-Year Plan sub- 
mitted to Congress in 1971. This report covers progress 
through FY 1972 and presents plans for the period FY 1973-75. 


Highlights of Activities--1967 Throuqh 1972 


l. The first Deputy Assistant Secretary of HEW for Popu- 
lation and Family Planning was appointed in August 1967. 


2. In September 1967, a Consultants' Report on "Imple- 
menting DHEW Policy on Family Planning and Population" 
was submitted delineating appropriate actions to 
implement family planning programs in the Department. 


— 
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On January 2, 1968, President Lyndon B. Johnson signed 
the Social Security Amendments of 1957 (PL 90-248), 
which included the Child Health Act of 1967. This 

Act established categorical project grants for family 
planning services and required that not less than 

6 percent of the monies appropriated for Maternal and 
Child Health under Title V be obligated for family 
planning services. 


On July 16, 1968, President Johnson appointed an 
Advisory Committee on Population and Family Planning 
under the Co-chairmanship of Secretary Wilbur J. Cohen 
and John D. Rockefeller, III. The Committee submitted 
its report, "Population and Family Planning: The 
Transition from Concern to Action," to the President 
in November. The Committee made a series of recom- 
mendations for Federal action in population research 
and family planning services, both at home and abroad. 


In August 1968, the Center for Population Research was 
established within the National Institute of Child 
Health and Human Development. 


On July 18, 1969, President Nixon sent to Congress his 
message on population growth and the American future. 
The message called for the establishment of a Commission 
on Population Growth and the American Future, additional 
research on birth control methods of all types and the 
sociology of population growth, and established as a 
national goal the provision of adequate family planning 
services within five years to all those who want them 
but cannot afford them. 


In October 1969, the Secretary of HEW established the 
National Center for Family Planning Services within 
the Health Services and Mental Health Administration. 


On March 16, 1970, President Nixon signed the Act 
establishing a Commission on Population Growth and 
the American Future. 
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9. On December 7, 1970, the Secretary's Advisory Committee 
on Population Affairs was formally established. 
10. On December 24, 1970, President Nixon signed into law 
the “Family Planning Services and Population Research Act 
of 1970" (PL 91-572). 
ll. On October 12, 1971, the Secretary submitted to the 


12. 


13. 


14. 


15. 


President a Five-Year Plan for Population Research and 
Family Planning Services, as required by the Family 
Planning Services and Population Research Act of 1970 
(PL 91-572). 


On January 1, 1972, the National Center for Health 
Statistics instituted a modified and improved National 
Reporting System for Family Planning Services for use by 
all federally supported family planning programs, clinics 
and service points, and by other agencies who wish to 
participate in the reporting system. This system pro- 
vides data for the efficient and effective development, 
operation, and evaluation of family planning programs 
throughout the Nation. 


In February 1972, the Secretary submitted the first 
Progress Report on the Five-Year Plan for Family Planning 
Services and Population Research to the Congress. 


On March 27, 1972, the Commission on Population Growth 
and the American Future submitted its report to the 
President. 


On October 30, 1972, President Nixon signed the Social 
Security Amendments of 1972, PL 92-603. .This Act made 
the informing of the availability and the provision of 
family planning services mandatory to all present and 
to certain former or potential recipients of AFDC who 
are of childbearing age. The Act imposes a penalty of 
one percent per annum on the Federal share of AFDC funds 
on States which failed to provide these services in the 
previous year to eligible persons desiring them. In 
addition, the Act increases the Federal share of matching 
for family planning services under Title IV-A -- AFDC -- 
to 90 percent from 75 percent and increases the Federal 
share for family planning services under Title XIX -- 
Medicaid -- to 90 percent from a variable formula with a 
range from 50 to 83 percent Federal matching. 


This report consists of progress reports from the agencies 
of the Federal Government engaged in population research, 
family planning services, and related activities. 
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POPULATION RESEARCH 


I. Introduction 


In July 1969 President Nixon called for Federal action to solve population 
problems. First, he said, "increased research is essential. It is clear... 
that ve need additional research on birth control methods cf all types and 

the sociology of population growth. Utilizing its Center for Population Re- 
search, the Department of Health, Education, and Welfare should take the lead 
in developing, with other Federal agencies, an expanded research effort, one 
which is carefully related to those of private organizations, university re- 
search centers, international organisations, and other countries.” 


"Second," said the President, "we need more trained people to work in popula- 
tion and family planning programs, both in thís country and abroad."* 


The President's proposals involved population research and training programs 
conducted or supported by the Center for Population Research (CPR) of the 
National Institute of Child Health and Human Development, as well as by. 
other public and private agencies. 


The mission of population research is to develop methods of fertility regulation 
which are safe, effective, and likely to be used, and to understand the motiva- 
tion for their use. Many organizations are involved in this research. Their 
activities reflect the díverse nature of population problams and the complexity 
of research efforts in this field. 


A. Principal National Agencies 


Within the Department of Health, Education, and Welfare, the Center for Popula- 
tion Research (CPR) of the National Institute of Child Health and Human Develop- 
ment has primary responsibility for population research. Population Research 
Table 1 shows the population research budget for NICHD since FY 69 and demon- 
strates a growth from $11.5 million in FY 69 to $39.8 million in FY 73. 


An initial assignment of the Center for Population Research upon its establish- 
ment in 1968 was to provide information on all Federal population research ac- 
tivities. The result was a report entitled "The Federal Program in Population 
Research," which was prepared by CPR under the sponsorship of The Federal Council 
for Science and Technology through the Ad Hoc Group on Population Research. 


The appointment of the Deputy Assistant Secretary for Population Affairs placed 
responsibility for coordination of Federal population research activities in the 
Office of the Secretary. This duty was redelegated to the CPR by a directive of 
the Secretary dated October 5, 1970. The order established the Interagency 
Committee on Population Research (ICPR) which was to produce annual reports and 
analyses of population research programs. 


*R. M. Nixon, "Problems of Population Growth." The President's Message to 
Congress, July 18, 1969. : 
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The Food and Drug Administration of DHEW is involved in the population research 
field through its responsibility for ensuring the safety and effectiveness of 


contraceptive drugs. 


The Agency for International Development in the Department of State has a popu- 


lation research program as part of its mission of providing assistance to de- 
veloping countries. AID allocations for population research have increased 
from an average $1 million annually in físcal years 1965-1958 to $10.2 million 
in fiscal 1970, $13.1 million in fiscal 1971, and $13.5 million in fiscal 1972. 


The major private agencies engaged in population research are the Rockefeller 
Foundation, The Population Council, and the Ford Foundation. The Rockefeller 
Foundation supports university population centers as vell as research and 
training in reproductive biology, demography, and family planning. The Popu- 
lation Council conducts and supports basic and applied research on the bio- 
medical and behavioral aspects of population including contraceptive develop- 
ment, social science research, operational research, and analysis of population 
policies. The Ford Foundation supports research and training in population and 
family planning, research and demonstration programs to improve family planning 
services delivery, and dissemination of information on population problems. 


Such pharmaceutical companies as Mead Johnson, Parke Davis, G. D. Searle, Syntex, 
and Upjohn conduct basic research on contraception and applied research on con- 
traceptive product development. 


B. Estimated Cost Projections 
Population Research Table 2 is an estimate of the funds available in FY 71 and 


FY 72 and a projection for FY 73 through 5 from Federai and nonprofit 
American agencies. These estimates ot jüclude the participation of uni- 


versities, the pharmaceutical inddstry, and other for-profit organizations. 


POPULATION RESEARCH TABLE 2 
FIVE-YEAR COST PROJECTIONS FOR POPULATION RESEARCH 


By American Non-Profit and Federal Agencies 
In Millions of Dollars 


FY 1971 FY 1972 FY 1973 FY 1974 FY 1975 
Est imate Es t ina t e Projected Range Projected Range Projected Range 
Totals 70-80 80-100 100-150 130-190 150-220 


The estimates for FY 71 and FY 72 were derived from DHEW, AID, the Ford Foundation, 


the Rockefeller Found e Population Counc II. The projections for 
FY /3-FY 75 are not intended to commit the funding agencies. 
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C. Five-Year Goals 


Population research activities of both the public and private sectors may be 
divided into Biomedical Research and Behavioral Sciences Research. A descrip- 
tion of these two broad categories and the specific areas which they subsume 
follows: 


l. Biomedical Research involves targeted and basic ínvestigations of 
all aspects of human and animal reproductive processes, develop- 
ment of new or improved methods of fertility regulation, and 
evaluation of the safety and effectiveness of current contraceptives. 


2. Behavioral Sciences Research consists of directed and fundamental 
studies of the economic, social, and psychological determinants 
and effects of population growth and change and the relation of 
various cultural factors to fertility. 


The population research efforts of the National Institute of Chíld Health and 
Human Development encompass both areas of research involvement and represent 
the scope of current population research of all United States agencies. Iim- 
mediately following is a detailed report of the achievements and current status 
of the NICHD research program. 


II. Progress Report of Population Research Programs: 


National Institute of Child Health and Human Development 


Primary responsibility for Federal efforts to improve contraceptive technology 
and to increase understanding of the biological and behavioral aspects of popu- 
lation growth and change rests with the National Institute of Child Health and 
Human Development (NICHD) and its Center for Population Research (CPR). 


This report describes research relating to new contraceptive agents, evaluation 
of current contraceptive methods, and analysis of social factors in population 
problems. The report also describes the Institute's fundamental research in re- 
productive biology and the social sciences which facilitates its achievement of 
targeted research goals. Finally, the report describes the NICHD programs of 
institutional support, research manpower development, and information. Names is 
parentheses indicate the NICHD grantees, contractors, and intramural scientists 
whose findings are mentioned. 
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Population research may be divided into Fundamental Research, 
Directed Fundamental Research, and Product Development. Population 
Research Figure 1 shows the relative emphasis devoted to each of 
these three areas by the NICHD in FY 1971 and 1972: 


l. Fundamental Research includes: a. Grant-supported, in- 
vestigator-originated research to develop basic knowledge in the 
biomedical or behavioral sciences; b. Support of training ín the 
population sciences; c. Provision of core facilities to research 
centers. Fundamental research is the basis for devising and achieving 


targeted research goals. Currently the NICHD-commita an approximate]y 


equal amount of funds rch. (53% 
S 1, and 3592 vs. 412 in FY 1972). The percentage of 
EA I FY 1971 to 


funds esearch areas grew from n 


— 


Kies to Population Research Cénters; s. 
—. — — —Ü—9n 

2. Directed Fundamental Research refers to research to 
develop specific information which is essential prior to further 
steps in the scientific process. Such rgsearch is contract-supported, 
Program staff-initiated, and focused on/a particular end poinD This 
type of research provides the transition between fundamental research 
and the development of specific products. The percentage of total 
NICHD funds expended for this type of research wae reduced from 362 
C to 212 in FY 1972 in order to direct additional resource 
into product “development. 


3. Product Development is research to identify, synthesize, 
and test compounds or devices with potential antiferrility effects. 
It includes testing of compounds or classes of compounds of known 
contraceptive activity, synthesis of analogs of contraceptive com- 
Pounds to eliminate unwanted side-effects, and development of devices 
for permanent or temporary sterilization. Strengthened capability of 
the staff in this dcn has enabled the NICHD to increase its efforts 

r of ov FY 1971 funds to 20X of FY 1972 funds. Notable 


in this category during FY 1972 was the establishment of a drug 
testing facility. 
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POPULATION RESEARCH FIGURE I 


NICHD POPULATION RESEARCH PROGRAM DISTRIBUTION 


FY 1971 


poplied Resear, 


Directed 
Fundamental 
Research 


36% 


Deve lopment 


Fundamental Research 
(includes Centers and 
Training) 


53% 


FY 1972 


p. opted Resear, 


21% 


Directed 
Fundamental 
Research 


20% 


Product 
Deve lopment 


Fundamental Research 
(includes Centers and 
Training) 


59% 
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A. Biomedical Research 


1. Contraceptive Development 


The Five-Year Plan suggested types and levels of research 
required to develop a variety of methods of fertility regulation which are 
effective, safe, and acceptable to various population groups. The plan 
called for: (a) drug development and testing, (b) development of new or 
improved contraceptive devices and systems, and (c) directed biomedical re- 
search in targeted areas. The relative level of effort devoted to each of 
these three elements is a result of several factors: the possibility of 
fairly rapid advance in certain areas such as device development but not in 
others such as drug development, NICHD priorities, and the types of research 
being undertaken by other nonprofit and industrial agencies. 


Drug Development 


The drug development program--the synthesis and testing of anti- 
fertility agents--has been in operation since June 1971 and in part involves 
the synthesis of new compounds which are expected to show antifertility ac- 
tivity with a minimum of side effects. By June of 1972, twelve contracts were 
awarded, dealing with unusual prostaglandin analogsl, unique stergidal compounds“, 
and the preparation and testing of hypothalamic releasing factors? and their 
analogs. One contract (White) involves the preparation of substantial amounts 
of the luteinizing hormone-releasing hormone (LH-RH)4. By January 1973, approxi- 
mately 4.0 grams will be available for distribution througn the National Pit- 
uitary Agency, the major low cost source of this important substance. 


The substitution of silicon for carbon in steroids used for 
contraception may affect their biological activity by separating their anti- 
fertility activity from their other hormonal (estrogenic) activity (Tanabe). 
Since the hormonal activity of steroids frequently causes side effects, a 
separation of these two activities is desirable. This kind of activity mani- 
pulation may, in addition, eventually permit development of a postcoital or 
antiovulatory agent of greater potency than currently available. 


1 Prostaglandins which are changed by the addition or sub- 
traction of chemical groups. 

2 The group of compounds to which sex hormones belong. 

3 Hormones secreted by the hypothalamus which affect 
reproductive function. 

4 The hypothalamic factor which controls the release of 
luteinizing hormone (LH), the hormone which triggers ovulation. 


98-030 O - 73 - 28 


Weg ` 
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NICHD also supports the synthesis of prostaglandin-like compounds 
(Fried and Revesz). Such drugs might act as luteolytic2 agents and thus may 
become once-a-month pills. A problem with certain naturally occurring pros- 
taglandinsÓ as contraceptives has been their cheracteristic of producing 
uterine contractions. Several of the nev compounds have now been tested, and 
at least one has shown significant antifertility activity in animals, with 
little accompanying smooth muscle activity. 


The NICHD has also emphasized developing methods for male fertility 
regulation. Subcutaneous implantation of the male sex hormone testosterone 
completely inhibits sperm production in rabbits without affecting potency or 
sex drive (Ewing). Inhibition of spermatogenesis (sperm formation) can be 
achieved with combinations of drugs possessing progestational (female) and 
androgenic (male) activities. The progestational component inhibits spera 
formation while the androgenic drug maintains the male sex drive. Clinical 
trials of combined drugs as male contraceptives heve been reported, and the 
Institute plans to sponsor similar work. 


To uncover new leads in drug development, the NICHD established a 
testing facility for chemical compounds being synthesized with government, 
drug industry, and other funds. This work has begun at the Mason Research In- 
stitute in Worcester, Massachusetts. Out of an annual review of some 5,000 
compounds of varying chemical structure, the staff of the Center will select 
approximately 300 to be evaluated during the first year. 


Device and Systems Development 


The development of devices for reversible blockage of the sperm 
carrying channel (vas deferens) has progressed to the point of testing various 
devices in guinea pigs and dogs (Brueschke, Freund, Nuwaysec). Implantation of 
the devices in the closed position blocks sperm passage. In the open position, 
the devices allow free sperm passage. A major problem to be resolved concerns 
the occasional failure of the device to adhere to the vas lining. When this 
happens, sperm granulomas (inflamed tissue) may form, leading to a variety of 
complications. 


5 Agents which cause regression of the corpus luteum--the 
ovarian structure formed folloving discharge of the ova. The 
corpus luteum produces progesterone, a hormone necessary for the 
maintenance of pregnancy. The noun form is luteolysis. 

6 A family of naturally occurring compounds found in most 
body tissues. 
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Significagt strides have been made in the development of devices 
to block the oviducts’ in women, although again, implementation of the human 
program must awaic further animal experimentation. For example, placement of 
-plugs in the oviducts requires adequate visualization of the tube openings. 
For this purpose, an instrument has been built vhich permits seeing the in- 
terior of the uterus and the junctions between the uterus and oviducts. The 
instrument can be steered, allowing investigators to examine the uterine cavity 
ín detail and, theoretically, to place tubal plugs. Placement of plugs in 
female baboons is planned during FY 73. 


The eventual development of new contraceptives will depend in large 
measure on NICHD support. However, the biological and regulatory complexity of 
bringing new contraceptive drugs to the point of extensive human trials makes 
this a long-term enterprise. The device and drug delivery projects are closer 
to the human experimentation stage than are the drug development studies so 
that we can anticipate possible selective human testing in these areas within 
calendar year 1973. 


Directed Biomedical Research 


Product development is shaped by directed fundamental research to 
the extent that the latter exploits likely leads. The directed portion of our 
program provides the NICHD and the scientific community wich information ex- 
plaining factors regulating normal reproductive processes, and suggesting new 
avenues for controlling them. Work underway includes studies of the following 
as described below. 


The Oviduct. The effect of the oviduct's movements on the passage 
of ova is being studied. 


Prostaglandins. Basic research into the interaction of prosta- 
glendins with the reproductive system is continuing in order to understand 
their action and potential usefulness. 


Spermatozoa and Fertilization. In the epididymis, the male sex 
hormone, testosterone, is converted to another hormone called dihydrotestos- 


terone (Amann, Eik-Nes). Dihydrotestosterone may be required for the matura- 
tion of sperm. Prevention of the transformation could control fertility. 


7 The tubes through which ova pass from the ovaries into the uterus. 
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Sperm possess several enzymes need for penetration and thus 
fertilization of the ovum. If enzyme antibodies capable of neutralizing sperm 
enzymes could be developed, they might prove useful as contraceptives. 


2. Fundamental Biomedical Research 


Most of the fundamental research in reproductive biology conducted 
in this country is supported at least in part by the NICHD. The increased 
knowledge of reproductive processes resulting from the work is essential for 
achievement of the Institute's program goals. Examples of efforts within this 
broad program are: 


Studies of sex hormone receptors in hormone sensitive tissues. 
Searching for drugs that act as hormone antagonists. 


A laboratory technique has been devised using radioactive material 
which specifically discriminates between the pituitary hormone LH and the 
pregnancy hormone HCG (Ross). These assays are so sensitive that scientists 
can now detect HCG as early as 5 days after fertilization, making pregnancy 
detectable 5 weeks earlier than previously possible. The demonstration that 
HCG is present this soon after fertilization challenges traditional concepts 
and suggests either that implantation occurs earlier than previously believed 
(7-8 days after conception) or that HCG is producad by the blastocyst8 before 
implantation occurs. 


3. Contraceptive Evaluation 


Although this program is responsible for monitoring the medical 
effects of all contraceptives currently in use, oral contraceptives (0Cs) 
have received major emphasis. Secondary efforts have been started on IUDs 
and vasectomy. 


Oral Contraceptives 


More than 12 years have elapsed since the general clinical intro- 
duction of oral contraceptive drugs. These drugs, while unsurpassed in 
clinical efficacy, have medical effects which are not limited to the repro- 
ductive system. Virtually every physical characteristic that can be tested 
is found to be influenced to some degree by use of oral contraceptive drugs. 
Even more important are rare adverse effects. Although projected morbidity 
and mortality rates are low, the widespread use of these drugs means that the 
absolute number of women affected to some extent will be large. 


Much concern has been related to thromboembolism with most initial 
information derived from individual case reports submitted to industry and the 


8 A stage of development of the fertilized ovum, 
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Food and Drug Administration (FDA). Studies to evaluate the risk were initiated 
in 1965 by NIH and the FDA. As a result, the FDA called for a major revision of 
product labeling in 1968. Subsequent studies have suggested that thromboembolism 
risks are dose-dependent, adding further refinement to risk estimates. 


NICHD monitors oral contraceptives through a general surveillance 
program and specific studies related to carcinogenicity, possible genetic effects, 
fundamental pharmacology, comparative pharmacology, adverse cardiovascular 
effecta, and increased risk of stroke in women of reproductive age. 


Intrauterine Devices 


Recent study results support the hypothesis that the IUD alters the 
uterine environment in such a manner that blastocysts are destroyed or are not 
able to stay in the uterus until an estrogen surge permits implantation (Chang). 
If the IUD is removed before day 4 of pregnancy, there is an improved likeli- 
hood of survival of the fertilized ovum. 


Vasectomy 


The acceptance of sterilization by males has been increasing 
rapidly. Although this contraceptive method is effective, isolated reports 
suggest the possibility of changes in the immunologic system. Similar effects 
on antibody production have been demonstrated in limited animal studies. A 
program to detect possible complications from male sterilization and to identify 
the mechanisms by which such complications might occur was initiated during late 
FY 72. 


B. Behavioral Sciences Research 


The goals of the NICHD behavioral sciences program in population re- 
search are: (1) to ascertain the social, psychological and economic determinants 
of fertility; and (2) to expand our understanding of the consequences of popula- 
tion growth and change so thet public policy may be guided by adequate information. 


Since fertility is the most significant component of population change, 
it has received the highest priority. Particular emphasis is given to the 
causes of changes in fertility patterns. Current studies concern the psycho- 
logical, social, and economic factors which affect fertility and the differences 
in fertility patterns among population groups in the United States. These 
studies include: 


Fertility in the United States. With industrialization and urbani- 
zation, fertility in the United States declined. Following World War II, however, 
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the birth rate rose until 1958, and then began to decline. A series of studies 
since 1955 has attempted to document changing family-size preferences of Ameri- 
can women and other factors affecting their fertility. 


Data from the most recent of these, the 1970 National Fertility 
Study, reveal an increaaed use of the most effective methods of fertility con- 
trol. In addition, there was a drop in the rate of unwanted fertility between 
the early and latter 1960's, to about 35 percent for white and 56 percent for 
blacks (Westoff, Ryder, and Bumpass). 


The decline in unwanted births was chiefly due to the increase in 
use of the pill, IUD, and sterilization from 37 percant in 1965 to 58 percent 
in 1970. By 1970, nearly 6 million, or one in five, married women of reproductive 
age were using OCs. Increased reliance on surgical procedures (about 2.75 
million or 1 in 6 couples by 1970) suggested that many couples who had completed 
their families preferred aterilization to temporary contraception. 


While the National Fertility Study covers only married women, Johns 
Hopkins University is conducting a study of the sexual behavior, contraceptive 
practices, fertility and nuptiality of females at ages 15-19 (Zelnick and 
Kantner). 


As part of the NICHD plan to study attitudes tevard specific con- 
traceptives, four hundred women and men from three communities have been se- 
lected for a study of the psychological effects of vasectomy (Pohlman). This 
investigation should help in evaluating the present and potential role of 
vasectomy as a means of birth control. 


Attitudes toward abortion are also under study. This investigation 
Should increase understanding of the effects of liberalization and provide in- 
sight into the motives and decisions of pregnant women undergoing either abor- 
tion or delivery. 


Trends in Fertility and Factors Contributing to Fertility Decline. 


Fertility declined in western Europe and elsewhere in response to 
social changes associated with industrialization and urbanization. However, 
declines in fertility have occurred in dissimilar circumstances in different 
countries. Part of the behavioral sciences research has, therefore, been 
directed toward studies of fertility decline with emphasis upon the socio- 
economic conditions under which it occurred. 


Consequences of Population Growth. Behavioral resesrch on the con- 
sequences of population growth and change, for example, the consequences of in- 
creasing numbers of individuals, higher density, and changing age distributions, 
has been accorded high priority. 


Migration is one of the chief means by which populations adjust to 
social and economic change, and is a major component of population change. To 
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identify the conditions which bring about migration and to define its conse- 
quences, several studies have been undertaken. They will increase our under- 
standing of problems of depopulation as well as overpopulation. 


During FY 1973, the behavioral sciences program will expand re- 
search directed toward its major program goals: the development of new 
knowledge about the social, economic, and psychological determinants of fer- 
tility and about the consequences of population change. Several components 
of these areas will be stressed: (1) the consequences of childbearing and 
child spacing patterns for the individual and for the family; (2) the economic 
amd environmental consequences of population change; (3) psychological factors 
influencing success in using various methods of fertility control; (4) the 
social and economic causes of the rise and fall of fertility in the U. S. in 
the period 1940-1970; and (5) the causes of lov fertility among women of 
childbearing age of the 1920s and 1930s. 


In addition to grant and contract support for biomedical and be- 
havioral sciences research, the NICHD supports Population Research Centers and 
Program Projects and manpower developuent. 


Population Research Centers and Program Projects 


The Population Centers' research includes basic, directed, bio- 
medical, and behavioral and concentrates on areas related to problems of 
population growth, structure,and distribution. The following six awards have 
been made to date: 


1. The Center at Vanderbilt University; 
2. The Population Research Center at the University of Texas; 
3. The Population Council in New York; 


4. The Center for Demography and Human Ecology at the Uni- 
versity of Wisconsin; 


5. The Biomedical Center for Population Research at the 
University of Chicago; 


6. The Laboratory of Human Reproduction and Reproductive 
Biology at Harvard University. 


A Program Project Award supports actual research, usually on an in- 
terdisciplinary basis, often within a Center. Program Projects in reproductive 
biology are presently being supported at the following nine major institutions 
in the United States: Columbia University, the University of Hawaii, Johns 
Bopkins University, the University of Michigan, Northwestern University, Ohio 
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State University, the Oregon Primate Research Center, the University of 
Pennsylvania, and the University of Texas at Austin. 


Manpower Development 


In the fields of population, Faderal training support was provided 
annually for an estimated 280 scientists in training at any one time; about 
80 of which graduated each year. Training support is also available through 
general educational essistance programs of the Office of Education, through 
payment for services on research grants and contracts, and through private sources. 


The NICHD also gathers, analyzes, and dísseminates scientific 
information. This is accomplished through the following mechanisms: 


Research Inventory 


The Interagency Committee on Population Research (ICPR), for which 
the NICHD has staff responsibility, has been extended for two years by the 
Secretary. This Committee has issued its third annual Inventory of Population 


Research Support by Federal Agencies--Fiscal Year 1971. 


This Inventory includes approximately 700 projects totaling more 
than $100 million in funds. Of this total, the Department of Commerce reported 
the largest expenditure ($47 million) in connection with compiling census data. 
The Department of Health, Education, and Welfare ranked second in dollar support 
($36 million) with more than two-thirds of this amount provided by the NICHD. 

Of the 700 projects, DHEW supported 80%, and NICHD's Center for Population Re- 
search funded 602. 


Research Analysis 
The Analysis of Population Research Supported by Federal Agencies— 


Fiscal Year 1971 was also prepared by the ICPR. This three-part report utilizes 
the Federal Inventory as a data base. Part one reviews previous actions of the 
Committee and summarizes current population research funded by the Federal 
Government. Part two analyzes and evaluates ongoing biological and social science 
research. The third section contains recommendations concerning emphases in 
Federal programs. The Population Council and representatives of the Ford and 
Rockefeller Foundations are presently considering including a supplement to 
identify research projects funded by the three major private organizations. 


Publications 


Communication of population information is being assisted through 
the NICHD publication of Population Sciences: Index of Biomedical Research. 
NICHD may publish the Index monthly if the several additional experimental issues 
prove useful. This bibliographic journal is produced in cooperation with the 
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National Library of Medicine (NLM) using information from the Library's com- 
puter-based Medical Literature Analysis and Retrieval Svstem (MEDLARS). For 
several years NICHD has helped support Princeton University's Population In- 
dex, a bibliographic journal devoted to population research in the social 
sciences. Population Sciences will provide a parallel service in the bio- 
medical field. 


To provide comprehensive coverage of biomedical literature, the 
NICHD has contracted with the Karolinska Institute in Stockholm to produce a 
Reproduction Thesaurus. The CPR is also initiating monographs in population 
research to review and evaluate progress in specialized areas of biomedical 
or social science population research. 2 
d 


Food and Drug Administration < 


Progrsms of the Food and Drug Administration (FDA) of DHEW are authorized by 
the Food, Drug and Cosmetic Act of 1938, as amended. The. FDA is responsible 
for approving contraceptive drugs for safety and effectiveness before they 
are marketed and for maintaining surveillance over the drugs after their 
approval. The FDA involvement in the area of population research and family 
planning services lies primarily in: 


(1) Sponsoring research necessary to carry out FAA's regulatory 
responsibilities relating to the safety of oral contraceptives; 
and 


(2) Using the regulatory functions of the Agency to help assure 
safe and effective contraceptive drugs. S 


The first oral contraceptive agents were approvad by the FA for general use in 
1961 after some yesrs of research, testing, and evaluation. Studies are being 
carriad out under contract to evaluate the experience of Fan populations 
utilizing oral contraceptives. FDA is supporting studies to evaluate various 
reported or suspected side effects in human and animal pcpulations. 


The activities of the FDA do not include provision of eifher services or training 
progrsms which might be utilized by the recipients in family planning projects. 
Of more direct concern to the FDA is the development of adequate information to 
assure the safety and effectiveness of those methods, both pharmacological and 
mechanical, which are being promoted by such programs. To this end, several 
projects are in progress. 
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Agency for International Development 


Population research progrsms of the Agency for International Development 
(AID) within the Department of State are conducted under the 1968 Title X 
Amendment of the Foreign Assistance Act of 1961. AID funds are being used for 
support of family planning programs in 35 developing countries, for contra- 
ceptive and other supplies distributed to more than 70 countries, for develop- 
ment of new means of fertility control, and for support of population activities 
by the United Nations, the International Plannad Parenthood Federation, and many 
other international organizations. 


The goal of the AID research program is to develop and relate new fanily 
planning methods, new social science insights, and new distribution systems to 
incipient and on-going family planning programs of develop“ng nations. AID 
funding for population ressarch was $10.2 million in fiscal 1970, $13.1 million 
in fiscal 1971, $13.5 million in fiscal 1972, and an estimatad $13.5 million in 
fiscal 1973. 


AID emphasizes the following four functional areas in the field of popula- 
tion research: 


1. Descriptive Demography. In the less developed countries of the 
world, census and vital registration data are frequently lacking 
or inadequate, and traditional methods of information gathering 
and analysis are not appropriate. AID is supporting the develop- 
ment of new methods for data collection relative to fertility, 
mortality, and migration, as well as innovative techniques for 
collecting and analyzing information concerning family planning 
practices, out-of-wedlock pregnancy, incidence of induced abor- 
tion, early infant deaths, family formation and dissolution, 
and patterns of childbearing and marriage. In fiscal 1972, AID 
awarded a $1 million grant in partial support of the first tvo- 
year costs of a World Fertility Survey (WFS). The WFS 1s a 
five-year program to assist some 30 to 50 countries to carry out 
fertility surveys. To meet the need for improved demographic 
data and methods, AID has provided $15.5 million for technical 
assistance and research projects between fiscal 1965 and fiscal 
1972. 


2. Determinants and Consequences of Populaticn Characteristics and 
Change. To assist policy formulation and decision-making in less 


developed countries, AID supports investigations of the impact of 
government policies on population,e.g., tay laws, subsidies for 
child-rearing, policies concerning housing, agriculture, education 
and welfare, laws concerning legal age of marriage, and abortion 
laws. AID also supports social science research on population 
dynamics to elucidate factors operating at both the individual 

and societal level. AID funds for behaviorat and social science 
technical assistance and research projects totaled $13 million 


between fiscal 1965 and fiscal 1972. 


3. 
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erational Research. AID supports research to assess the 
— of family Planning progrsms in less developed countries, 
including cost effectiveness of various delivery patterna, developing 
simplified and accurate means of keeping service statístics, new 
approaches to measuring the impact of service programs on fertility, 
better measures of the demographic effectiveness of specific con- 
traceptives, and reasons for departure from theoretical effectiveness. 
From fiscal 1965 to fiscal 1972, AID provided $15 million for over 
60 technical assistance and operational research projects in 18 
countries. 


Improved Means of Fertility Control. In the less developed countries 


where health care systems are weak and the acceptor population is 
frequently poorly educated, it is important to develop fertility 
control techniques espacially suited to the local conditions of 
these countries and lesa dependent upon sophisticated delivery systems. 
During fiscal 1965 to fiscal 1972, $30 million has been obligated 

for fertility research ín three areas: (a) Research to develop a 
once-a-month, self-administered method; (b) Research to improve 
currently aveilable means of fertility control; and (c) Comparative 
clinical field trials of means of fertility control under use con- 
ditions in less developed countries. 
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FAMILY PLANNING SERVICES 


I. Introduction 


The three major objectives of the family planning services 
program were established by legislation: 


PL 90-248, the Social Security Amendments of 1967, 
required each State to have a plan for extending 
family planning services to mothers in all parts of 
the State by July 1, 1975. : 

PL 91-572, the "Family Planning Services and Popu- 
lation Research Act of 1970," was enacted to assist 
in making comprehensive voluntary family planning 
services readily available to all persons desiring 
such services;...." Moreover, President Nixon, in 
his July 18, 1969 message to Congress, further 
defined this goal as, "The provision of adequate 
family planning services within the next five years 
to all those who want them but cannot afford them.” 


PL 92-603, the "Social Security Amendments of 1972, 
requires States to make family planning services 
available Statewide on a voluntary and confidential 
basis, directly and/or on a contract basis, to all 
present and to certain former or potential recipients 
of cash assistance who are of childbearing age and 
who desire such services. A penalty of 1 percent 
per annum on the State's share of Federal AFDC funds 
is imposed if the State in the prior year fails to 
inform the adults in AFDC families of the availa- 
bility of family planning.services or fails to 
provide or arrange for such desired services. 


To assist in accomplishing the first objective, the Congress 
established under Title V of the Social Security Act an 
authorization for project grants for family planning services 
and required that not less than 6 percent of the amounts 
appropriated for maternal and child health services formula 
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grants, project grants, and research and training be obligated 
for family planning services. The amounts ob-igated under 
this authority have always exceeded the 6 percent minimum. 

In FY 1972, there were 120 family planning services project 
grants supported with $27 million in funds from Title V. 

Sixty of these projects received funds from other Federal 
sources as well. In addition, 54 Maternity and Infant Care 

(M & I) projects provide family planning services to high-risk 
prospective mothers. These M & I projects provided family 
planning services to 120,284 individuals in EY 1972. See 
Family Planning Table 28. The States reported that the 
Maternal and Child Health Service Formula Grants supported in 
part family planning services for over 860,00u individuals 
during FY 1972. See Family Planning Tables 26 and 27. 


Concurrently, the Office of Economic Opportunity was 
supporting the development of family planning service projects. 
These OEO supported projects have been, or are being, trans- 
ferred to HEW for continuing support or consolidation with 

HEW financed projects. 1 


To implement the objective enunciated by President Nixon in 
1969, the National Center for Family Planning Services (NCFPS) 
was established. Responsibility for the administration of 
family planning services project grants was vested in the 
NCFPS. By the end of FY 1972, the NCFPS was. financing 331 
family planning services projects. Of these projects, 271 
received funds authorized under Title X of ‘the Public Health 
Service Act (PL 91-572, the Family Planning Services and 
Population Research Act of 1970). In FY i972, over $65 million 
were obligated under the Title X authorities for family planning 
services. p 


To assist in the implementation of the third objective, the 
Congress established a 90 percent Federal matching share for 
the offering, arranging, and furnishing, directly or on a 
contract basis, of family planning serviceg. and supplies under 
Title IV-A of the Social Security Act, Aid.to Families With 
Dependent Children (AFDC). The Congress also mandated the 

90 percent Federal matching share for Title XIX of SSA (Medicaid). 
The DHEW is encouraging the States to make use of the SSA Title 
XIX mechanism as the principal source of financial support for 
family planning services. The individual State plans will 
determine the goals and priorities for family planning services 
within each of the States. This aggregate of State and local 
activities will constitute the nationwide program. 
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II. County Coverage and Service Levels by Organized Programs 


and Private Physicians; FY 1968 - FY 1972 


A. County Coverage 


Progress toward meeting the first objective has been rapid. 

By the end of FY 1972, subsidized family planning services 
were available to residents in 2,379 of the 3,099 counties 

and districts in the United States. These subsidized services 
were available to them either in their own gounty or through 
facilities in adjacent counties (Family Plarning Table 1). 


FAMILY PLANNING TABLE 1 


GEOGRAPHIC COVERAGE AS OF JUNE 30, 1971 AND JUNE 30, 1972 


Counties Without 


—— — 


Number Counties With Organized Femily 
of Organized Femily Planning Services 
Counties Planning Services Available Increase Available as of 


6-30-72 6-30-72 


The county coverage figures reported by NCFPS (Family Plan- 
ning Table 1) are higher than those shown in the County 
Studies! (Family Planning Table 2) because NCFPS has included 
counties which do not have their own facili*ies but are 
located within normal commuting distance of facilities in 
adjacent counties.  NCFPS estimated that at the end of FY 1972, 
about 90 percent of the low-income women projected to need 
subsidized family planning services in FY 1975 live in these 
2,379 counties which have some services available. The exist- 
ence of services does not mean that services are accessible 

to all low-income women in the area. Many existing services 
have limited capacity and are not within ea iy reach of all 
women in the area. These county statistics are presented 

only to indicate that at least a start hag been made in 
providing subsidized family planning servi ces in most areas 


6-30-71 


limree County Studies have been conducted, titled The Need 


for Subsidized Family Planning Services; United States, 
Each State and County, 1968, 1969, 1971. 
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of the country. The percentage of counties considered to 
have some coverage increased from 65 percent in FY 1971 to 

76 percent in FY 1972. As previously noted, many of the 
counties without coverage have only a few women identified 

as needing subsidized family planning services and are there- 
fore low-priority areas. 


FAMILY PLANNING TABLE 2 


COUNTIES WITH ORGANIZED FAMILY PLANNING SERVICES 
LOCATED WITHIN THEIR BOUNDARIES (FROM COUNTY STUDIES) 


FY 1968 CY 1969 FY 1971 FY 1972 


Total counties 3,072] 3,0721 3,0721 3, 072 


Counties with 
organized services.... 1,200 1,436 1,567 1,800? 
Increase from 
prior period...... --- 236 131 233 


Counties without 
organized services.... 1,872 1,636 1,505 1,272 


Progress toward the second goal to provide family planning 
services to all women who desire but cannot afford them is 
difficult to measure since many variables affect the number 
of women defined as requiring subsidized services. Such 
factors include population shifts, changing income levels, 
and variations in desired family size. Progress towards the 
achievement of the second goal is evaluated in Sections II-IV. 
Estimates of the number of women of childbearing ages 15-44 
are shown in the following table. This table projects the 
number of low-income women who might need financial assistance 
to obtain family planning services. Projections are made for 
the poverty level, 125-percent-of-poverty, and 150-percent- 


of-poverty. 
IOS not include districts in Alaska. 


2 includes counties initiating services in FY 1972 reported 
by the NCFPS Regional Program Status Review. 
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FAMILY PLANNING TABLE 3 


NUMBER OF WOMEN AT VARIOUS LOW-INCOME LEVSLS ESTIMATED 
TO NEED SUBSIDIZED FAMILY PLANNING SERVICES 
OVER 12 MONTH PERIOD, FY 1971-1975 


125-Percent- 150-Percent- 


Poverty of-Poverty of-Poverty 
FY 1971 3,166,000 4,531,000 6,073,000 
FY 1972 3,226,000 4,618,000 6,189,000 
FY 1973 3,293,000 4,713,000 6,317,000 
FY 1974 3,361,000 4,811,000 6,448,000 
FY 1975 3,432,000 4,912,000 6,582,000 


Estimates will be revised periodically to reflect changes in 
the variables. Special 1970 Census tabulations of U.S. women 
aged 15-44 stratified by marital status and income level have 
been ordered. These statistics will be available in 1973, 

and will be used in next year's progress report. It is antic- 
ipated that the numbers of women in the categories above will 
be smaller. 


Much of the current information in this report is from a 
study of all public and private family planhing programs 
entitled Need for Subsidized Family Planning Services: 
United States, Each State and County, 1971, (County Study, 
1971), commissioned by the NCFPS, and the 1970 National 
Fertility Study, ? supported by the Center fcr Population 


Research, NIH. The data for 1968 and 1969 are based on the 
earlier county studies. 


Agency responses to the FY 1971 County Study (edited for 
income in accordance with the same procedure used in the 
earlier studies) show that 1.7 million women were receiving 
family planning services from organized programs as of 

June 30, 1971. Program growth from the beginning of FY 1968 


- - 


Iconducted by the Center for Family Planning Program 
Development. 


2pirected by Professors Norman B. 88 and Charles F. 
Westoff of Princeton. 
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to the end of FY 1971 covers three phases of development: 

(1) the period prior to major Federal involvement; (2) the 
period involving Federal participation under the 1967 legís- 
lation which affected local programs beginning in 1969; and 
(3) the period covered by PL 91-572, which was enacted in 
1970 and accelerated program developments beginning primarily 
in FY 1972. The increases in service levels reported in 
Family Planning Table 4 do not represent new patients, but 
represent the net increase in the number of active patients, 
new patients less those who have dropped out. 


FAMILY PLANNING TABLE 4 


TOTAL PATIENTS REPORTED SERVED IN ORGANIZED 
FAMILY PLANNING PROGRAMS, FY 1968 - FY 1971 


e Total 
ource Patients 


FY 1968 County Study 863,000 iws 
CY 1969 County Study 1,239,000 44 
FY 1971 County Study 1,915,000 53 


In Family Planning Table 5 and Figure 1l, these data are 
interpolated to provide estimates for each fiscal year from 
FY 1968 to PY 1971, and the data are extrapolated to provide 
an estimate for FY 1972. In FY 1972 the total number of 
patients in organized family planning programs is estimated 
to have been 2,612,000. 


FAMILY PLANNING TABLE 5 


TOTAL REPORTED AND ESTIMATED PATIENTS SERVED IN ORGANIZED 
FAMILY PLANNING PROGRAMS, FY 1968 - FY 1971 
Le 


Total 
Patients 


Fiscal Year Increase 
Percent 


FY 1968 863,000 coe eee 
FY 1969* 1,070,000 207,000 24 
FY 1970* 1,410,000 340,000 32 
FY 1971 1,915,000 505,000 36 
FY 1972** 2,612,000 697,000 36 


*Estimated by interpolation. 
**Estimated by extrapolation. 


98-030 O - 73 - 29 
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FIGURE 1 


H 
* 


REPORTED AND ESTIMATED PATIENTS SERVED IN FAMILY 
PLANNING PROGRAMS, FY 1968 TO FY 1972 


— — æ. — — — <= — — — —M 


Patients 
(1n 000's) 


1968 1969 1970 


: 1971 


| 1972 
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Organized programs served about 2,612,000 patients in FY 1972, 
three-quarters of whom were estimated to have incomes below 
150-percent-of-poverty. Another 1,238,000 low-income women 
are estimated to have secured family planning care from 
private physicians in FY 1972. 


Information from the 1970 National Fertility Study (NFS) and 
other sources has made it possible to improve previous esti- 
mates of the number of women served by private physicians. 

The NFS data are based on a representative sample of married 
women with husbands present (who comprise about 44 percent of 
all low-income women of childbearing age). Respondents to 

the survey were asked where they had secured their first 
prescriptions for pills, IUDs and diaphragms and whether they 
had visited a family planning clinic or discussed family plan- 
ning with a physician in private practice in the last 12 months. 


Based on the data shown in Family Planning Table 6, an esti- 
mated 25 percent of low-income married women available for 
contraception are receiving services frot private physicians. 
The 1970 NFS also found that nonwhite married women used 
organized programs for family planning care more than white 
women with comparable incomes. 


$ 
The NFS gives some indication about the number of low-income 
married women who receive family planning services from private 
physicians. A Johns Hopkins Study of Adolescent Sexuality, 
Contraception and Pregnancy’ found that about 7 percent of 
sexually active teenagers in low-income femilies also secured 
contraceptive care from private physicians. 


Using the estimates above for married women and teenagers, 
and assuming 10 percent of all unmarried and formerly married 
low-income women receive contraceptive care from private phy- 
sicians, an estimated 19 percent of all low-income women 
probably received family planning services from private 
physicians in FY 1972. Private physicians are expected to 
serve a larger proportion of women each year. This proportion 
is projected to rise from 19 percent in FY 1971 to 25 percent 
in FY 1975. g^ 
Ip; rected by Professors John Kantner and Melvin Zelnik of 
Johns Hopkins and supported by the Center for Population 
Research, NIH. i 
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FAMILY PLANNING TABLE 6 


SOURCE OP FAMILY PLANNING CARE, 
BY YEAR, RACE AND INCONE STATUS 


= — —  —— E —— — — H—— ͤ e 


Percent of Respondents Available for 


Contraception 1/ Who Secured Family 


P1 Th i 
vate 
Private Physi- Organised 
Physi- Organized  cíans Programs 
cians Programs before before 
Income Status in last in last last last Number 
and Race __ 212 months 12 months 12 months 12 ameoths of Wouen 
Low-income Status l 
Total 24.6 12.8 19.4 A 611 
White 27.5 9.6 21.0 3 41S 
Nonwhite 15.4 23.0 14.1 9 196 
Other Income Status 
Total 35.0 3.1 25.3 2 3, 349 
White 36.0 1.9 26.3 2 2,941 
Nonwhite 22.8 17.6 13.8 * 9 408 


lnscn ——————————————————————————————————————————— eee 


Source: 1970 National Fertility Survey a 


l. 


Excluding respondents who a) have had a steríliísacion operation; b) are 
currently pregnant or trying to become pregnant; 6) are in the poetpertum 
period; d) have arrived at menopause; and e) report that either they or their 
doctore are "sure they are probably sterile", For 354 respondents who were 
available for contraception and fírst used tne pill or IUD in 1970, the 
source for care vas determined by where they secured their first preecription 
in 1970. For all others, the source of care vas determined by their answers 
to whether they had attanded a family planning clinic or discussed family 
planning with a physician in private practice in thc last 12 months or ever. 
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Family Planning Table 7 summarizes the information from above 
concerning numbers of women served by organized programs and 
private physicians in FY 1972. 

FAMILY PLANNING TABLE 7 


LOW-INCOME INDIVIDUALS SERVED, FY 1972 


Less Than Less Than 
Less Than 125% of 150% of 


.Poverty Poverty Poverty 


Served in Organized 


Programs 1,437,000 1,724,000 1,959,000 
Served by Private 
Physicians 484 , 000 764,000 1,238,000 
Total Served 1,921,000 2,488,000 3,197,000 
III. Characteristics of Patients in Organized Programs 


A. Income Characteristics 


Data collected from organized programs indicate that they 

serve some women above 150-percent-of-poverty. Special tabu- 
lations from some agencies during FY 1972 show that 69 percent 
of individuals served in organized programs have incomes below 
125-percent-of-poverty; 79 percent have incomes below 150- 
percent-of-poverty; and 90 percent have ircomes below 200- 
percent-of-poverty (Family Planning Table 8). Although these 
data do not include all women served through organized programs, 
they do represent a substantial segment of the women served. 


The 1970 National Fertility Study data indicated that birth 
rates were higher for low-income women (15C-percent-of-poverty 
and below) than for women from families with incomes above 
this level. These women also characterized more of their 
births as unwanted at conception. Making available organized, 
subsidized family planning services to these women enables 
them to obtain the health, economic, and social benefits 

which accrue from voluntarily controlling their fertility. 
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FAMILY PLANNING TABLE 8 


DISTRIBUTION OF NEW PATIENTS IN SELECTED ORGANIZED 
PROGRAMS BY POVERTY STATUS, 1969-71 


— = i. 


Cumulative Percentage of 


New Patients aa lumber of 
System and 125%-0f— Patients 


so 
Year Poverty 2/ Poverty 2/ Poverty 2/ Covered 


àll Systems 1969-71 69 79 90 936, 366 


National Center for Health Statistics Agencies 


Total 1969 74 83 93 642,308 
1969 76 85 94 82,956 
1970 76 84 93 216,619 
1971 73 82 92 342,733 


Planned Parenthood Agencies 


Total 1969-71 59 70 84 294,058 
1969 57 70 84 75,814 
1970 57 69 B4 64,717 
1971 62 71 85 119 , 380 

National Analvsts Survev of 3 
All Patients 71 79 91 eee 
Patients with: 
Nonfarm income 70 78 90 SEN 
Farm income , 92 97 98 
Patients in DHEW Projects 59 71 97 Pes 


Patients in OEO Projects 79 86 94 


L Data are not necessarily representative of all patients reported to NCHS or 
of all Planned Parenthood Affiliates. NCHS data have not been validated. 

2. The poverty levels employed in these tabulations are the Federal poverty indices 
published for 1969, 1970 and 1971 respectively. 

3. Excluded from total of "All Systams 1969-71." 
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B. Other Characteristics 


Data from various reporting systems covering 1.1 million 
patients were also used to assess other characteristics of 
women currently being served in organized fanily planning 
programs. These characteristics are summarized in Family 
Planning Table 9. The patients served are young (median age 
is 23, and five out of six are under 30). Four out of five 
have three children or less, and 30 percenc have had no 
children. One out of six receives public assistance. More 
than half are high school graduates and more than one-third 
are nonwhites. 


FAMILY PLANNING TABLE 9 


SELECTED CHARACTERISTICS OF 
INDIVIDUALS RECEIVING FAMILY PLANNING SERVICES, 1971 


. Composite of 
Reporting Systems* . 


Median age S 23 years 
Number of living children 

3 or less (*X) 82 
Median grades of school completed 12 
Grade school only (%) 2 17 
High school graduates (*) 51 
Some college (%) 17 
Race 

White (%) 62 

Nonwhite (%) 38 
Receiving public assistance (%) 16 


*Based on 1,130,241 case records. 
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IV. Services of Organized Programs 


A. Types of Services Provided by Organized Programs 


The National Center for Health Statistics (NCHS) national 
reporting system has made it possible to evaluate the extent 
to which the program provides fertility reiated preventive 
health care and entry into the health care system. The 
following analysis draws on nearly 800,000 patient records 
for calendar year 1971. 


More than nine out of ten patients chose the most effective 
methods of contraception: 


Method Chosen Percent 
Oral contraceptive 73 
Intrauterine device 18 
Jelly/Cream/Foam 4 
Diaphragm 2 
Other 3 


The use-failure rates of pills and IUDs are qni one-fourth 
to one-seventh as high as for other methods. The function 
of the organized program in facilitating use of the more 
effective methods by young low-income couples is thus 
important from health, social, and demographic perspectives. 


Patients also received the preventive health services shown 
below: 


Medical Service Percent 

- a medical exam or at least 94 
one laboratory test 

- pelvic examination 38 

- breast examination 77 

- other medical examinations 54 

- Pap smear 79 

- other laboratory tests 60 


1. A. and C.F. Westoff, From Now to Zer9, Little- Brom,. 
1971, p. 69. 


451 


- 36 - 


All elements in the family planning delivery system appear 

to provide a high level of diagnostic health care to patients. 
Since over two million women are receiving subsidized services 
through organized family planning programs, they have become 

a major--perhaps the major--source of preventive health care 
for young, low-income, and largely healthy women of child- 
bearing age. 


B. Service Levels by Type of Delivery Agency 


Family planning services are provided by public and volun- 
tary hospitals; State, county, and local health departments; 
voluntary agencies, and other organizations. In FY 1971, 
voluntary and other agencies served 41 percent of reported 
patients, health departments 36 percent, and hospitals 23 
percent (Family Planning Table 10). 


FAMILY PLANNING TABLE 10 


PATIENTS SERVED BY TYPE OF PROVIDER AGENCY, 1969 AND FY 1971 
(Patients in Thousands) 


CY 1969 FY 1971 Increase 

T f County Study County Study CY 1969 - FY 1971 

ype o Number Percent Number Percent Number Percent 
Agency 

Total 1,239 100 1,915 100 676 54.6 
Hospítals 312 25.2 445 23.2 133 42.6 
Health Departments 418 33.7 688 35.9 . 270 64.6 
Voluntary and Others 509 41.1 783 40.9 274 53.8 
V. Estimated Wgr | ] jections, 1973-1975 


The objective of the Federal Government in subsidizing organ- 
ized family planning services is to assisc in the development 
of capacity to serve individuals who need assistance in 
obtaining such services. The Government encourages the 
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existing health system to provide the required services 
through organized programs and private physician programs. 
Recent legislation has made family planning services a 
mandatory element of State Medicaid plans. The following 
workload and manpower projections incorporate information 
discussed earlier on the average annual rate of growth of 
organized programs since 1968, on typical retention rates 
for patients in selected programs, and on the proportion of 
low-income women receiving family planning care through 
physicians in private practice. 


A summary of the FY 1972-75 projection is presented in 
Pamily Planning Table 1l, which shows the service levels in 
FY 1972 and projects these levels forward through FY 1975. 
The projection assumes that the proportion of women served 
by private physicians will increase during the next three 
years as a result of numerous factors--greiter information 
about, and legitimation of, family planning; removal of 
remaining legal and administrative barriers to family planning 
services; the trend toward public and private third-party 
reimbursement mechanisms to finance family planning care; 
and increased referral of patients to private physicians by 
organized programs. 


Pamily Planning Table 11 shows that in FY 1972, an estimated 
3.2 million low-income individuals were served by organized 
programs and private physicians. The caseload projected for 
each year in this progress report is the sum of the number of 
patients expected to remain in the program from prior years, 
and the number of new patients who may enter the program 
each year. 


Family Planning Table 12 shows the anticipated caseload of 
organized programs by the number of new and continuing 
patients expected to be served in each year. In FY 1971, 
nearly 800,000 new patients were enrolled and the partial 
service statistics available for FY 1972 suggest that the 
number of new enrollees in that year may well have exceeded 
the 838,000 called for in the projection. - 
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FAMILY PLANNING TABLE 11 


ESTIMATES OF LOW-INCOME INDIVIDUALS EXPECTED TO RECEIVE 


Year 


FY 1972 
FY 1973 
FY 1974 
FY 1975 


FAMILY PLANNING SERVICES, FY 1972-975 


Estimates of Individuals to Receive 
Family Planning Services 


In Organized 
Proqrams 


1,959,000 
2,666,000 
3,628 „000 
4,936,000 


By Private 
Physic 8 


1,237,000 
1,326,000 
1,482,000 
1,646,000 


Tota) 


3,196,000 
3,992,000 
5,111,000 
6,582,000 


TO BE SERVED BY ORGANIZED PROGRAMS, 


FAMILY PLANNING TABLE 12 


PROJECTION OF LOW-INCOME INDIVIDUALS 


DX 1972-75 


Active Par- 


Year Individuals Served ticipants at 
Total New Continuing End of Period 
FY 1972 1,959,000 838,000 1,121,000 1,716,000 
FY 1973 2,666,000 1,049,000 1,617,000 2,378,000 
FY 1974 3,628,000 1,377,000 2,251,000 3,293,000 
PY 1975 4,936,000 1,797,000 3,139,000 4,556,000 


The projected caseload of organized programs in FY 1975-- 
4,936,000 patients--is lower by nearly 300,000 than was 
Thir is due to the 
increased proportion of women expected to be served by 
private physicians, 


projected in the first Pive-Year Plan. 


The number of patient visits and clinic sessions was pro- 
jected by estimating the number of patients selecting the 
different methods of contraception, and the physicians’ time 


required for these patients. 


expected for each year is: 


The total number of visits 
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Fiscal Year Total Visits 
1973 4.5 million 
1974 6.2 million 
1975 8.7 million 


Physician time required for each patient visit was esti- 
mated to be 10 minutes. Assuming two-hour weekly clinic 
sessions, the number of sessions projected for each year 
range from 7,200 in FY 1973 to 14,300 in FY 1975. 


The number of clinic sessions projected for PY 1975 in 

this report is 400 less than in the original Five-Year Plan, 
primarily because of the estimate that private physicians 
will serve 285,000 more patients than originally anticipated. 


In order to estimate current manpower and to project man- 
power needed by 1975, a staffing module for each two-hour 
clinic session was developed. This staffing pattern was 
based on data from current programs and recent studies, and 
assumed the following ratio of other clinic staff per 
physician: 


Ratio of Other Clinic Staff per Physician 


Physician 1 
Nurse 1 
Aides 2 
Outreach workers (calculated in terms 

of hours per patient): 

Patients in Metropolitan Areas : 1 

Patients in Nonmetropolitan Areas 2 


Family Planning Table 13 uses this ratio to estimate the 
personnel employed in the provision of family planning 
services in FY 1972. 


Estimates of the number of individual physicians employed 
in the program ranged from 3,900 to 5,000. Nurses were 
estimated at 1,650, aides and clerks at 3,300, and outreach 
workers at 4,000. 
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Using the same staffing ratio, the manpower required in FT 
1975 to serve 4,936,000 patients in organised programs is 
estimated in Family Planning Table 14. " 


Future Man r sources for F P 


The largest gaps in manpower appear to be among physicians, 
aides, and outreach workers, particularly in nonmetropolitan 
areas. The supply of nurses appears to be adequate if 
part-time positions can be created for currently inactive 
nurses. Many of these inactive nurses have not had training 
in public health nursing and may require special training, 
particularly for supervisory roles in rural areas. 

The shortage of physicians in nonmetropolitan areas may pre- 
sent a barrier to provision of services in the remaining 
counties with low population density and no reported family 
planning services. The available data suggest a need for 
about 4,000 additional physicians in nonmetropolitan areas 
by FY 1975. An alternative approach may be to utilize 
specially trained nurse-practitioners or otl.er physician- 
equivalents under medical supervision to provide medical 
services in uncomplicated cases. This pattern is reported 
by a growing number of family planning programs. 


Clinic and Agency Administrative Requirements 


At the provider agency level, about 1,000 full-time clinic 
supervisors will be required in FY 1975 in metropolitan areas 
and 1,875 (375 full-time and 1,500 part-time) in nonmetro- 
politan areas. At least 400 full-time agercy administrators 
will be needed by FY 1975. ; 


Private Physician Programs 


In addition to the 4,936,000 low-income patients to be served 
in FY 1975 by organized programs, another 1,646,000 patients 
will be served by private physicians. The umber of private 
physicians required is estimated at about 16,500. 
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Summary of Manpower Requirements, FY 1975 


Family Planning Table 15 presents a summary of manpower esti- 
mated to be needed by FY 1975. The number of staff in all 
categories is estimated at 58,000. Approximately 27,000 
would be physicians, most of whom are expected to devote only 
a few hours a week to family planning activities. Also, 
31,000 nurses, aides, outreach workers, and administrators 
will be required, most of whom will only be employed part- 
time in family planning activities. 


These estimates are based on very fragmenta-y information 

about current staffing patterns and can only be regarded as 
suggestive of the numbers and types of manpower needed. 

The estimate for outreach may not prove realistic, particularly 
because emphasis appears to be shifting away from recruitment 
in some programs. Some of the communication about contracep- 
tion for which outreach workers are especially trained and 
qualified is also now publicized in the media. 


FAMILY PLANNING TABLE 15 


SUMMARY OF ESTIMATED MANPOWER REQUIREMENTS FOR U.S. FAMILY PLANNING 
PROGRAM, BY TYPE OF PERSONNEL AND FULL OR PART-TIME STATUS, FY 1975 


Private 
Type of Organized Clinic Program Physicians 
Personnel Full-Time Part-Time Part-Time Total 
Physicians 434 10,418 16,500 27,352 
Nurses 681 4,221 i^a 4,902 
Clerks/Aides 1,362 8,443 S 9,805 
Outreach/ 
Follow-up Staff 1,542 11,477 ose 13,019 
Administrators 1,775 1,500 eas CP E. 
(Clinic) (1,375) (1,500) i (2,875) 
(Agency) (400) PON sane 400) 
Total 5,794 36,059 16,500 58,353 
Total 
Excluding 
Physicians 5,360 25,641 saa 31,001 
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VI. Progress Report of Family Planning Services Programs, 
Department of Health, Education, and Welfare 


A. National Summary 


The Health Services and Mental Health Adminiscration (HSMHA) 
is the major source of Federal Government support for subsi- 
dized family planning services in the United States. It con- 
tains several organizational components which are responsible 
for family planning activities. The two major components are 
the National Center for Family Planning Services (NCFPS) and 
the Maternal and Child Health Service (MCHS). In addition, 
family planning activities are carried out by the Community 
Health Service, the Federal Health Programs Service, the 
Indian Health Service, the National Center for Health Statis- 
tics, the National Center for Health Services Research and 
Development, and the National Institute of Mental Health. 


Other Federal efforts have included family planning develop- 
ment and demonstration projects supported by the Office of 
Economic Opportunity (OEO). These OEO projects are now being 
transferred to the NCFPS. The Department of Housing and 
Urban Development funds family planning activities through 
its Model Cities Program in conjunction with NCFPS funded 
projects. 


The National Center for Family Planning Services project grants 
program has grown markedly from 80 grants ana $12 million of 


obligations at its inception in fiscal year 1969 to 300 grants 
and $98.5 million of obligations in fiscal year 1973. During 
this timé, about 250 OEO projects with operating costs of $20 
million have been transferred to NCFPS and the remaining 200 
OEO projects and funds will be transferred to NCFPS in FY 1974. 
To improve program coordination many of these projects, as 
well as ongoing NCFPS projects, have been consolidated into 
areawide or Statewide grants. Over 200 grants have been con- 
solidated, holding the total number of grants to about 300, 
rather than a much larger number which would exist otherwise. 
The Center will continue to encourage grant consolidations. 
which improve services and reduce administrative costs. 


98-030 O - 73 - 30 
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Progress has been measured in this Report by two variables: 
County coverage (Family Planning Tables 16 and 17). 


Capacity to provide services (Family Planning 
Tables 18-19). 


The first measure, county coverage, presented in this Report 
is based on a Regional program review conducted in each 
Regional Office during the first months of fiscal year 1973. 
The data for each Region was reviewed by the sppropriate 
NCFPS Regional Program Director and adjusted to reconcile 
the findings with existing Regional information. Family 
Planning Tables 16 and 17 show the number of counties with 
services available by each Region and by each State within 
the Region. 

"oc 
The 2,379 counties with services available contain over 90 ' 
percent of the women needing subsidized services, and the 
720 counties shown to be without services available are \ 
mainly rural and contain less than 10 percent of the women 
estimated to need subsidized services. ae 


Capacity 


The second measure of program accomplishment is the extent 
that capacity has been established to provide subsidized 
family planning services. The capacity of organized programa 
is estimated as the number of women who can be served with, 
available funds. Funds used to compute capacity include 
those funds identified by Regional Family Planning Directors 
shown in Family Planning Tables 18 and 19. Funds include 
Federal, State and local, and private sources. 


Capacity for FY 1973 is based on the average cost per patient, 
derived from financial reports of family planning projects 

and patient counts. It is obtained by dividing funds avail- 
able by the average FY 1972 cost per patient. Capacity 
estimates are approximations since many providers pro-rate 
costs for family planning services--one of many health and 
social services they offer, and patient loads are difficult 

to measure accurately. 


Family Planning Tables 18 and 19 show estimates of organized 
Programs capacity for June 30, 1972 and 1973. These estimates 
are based on average patient costs from individual States and 
not on a single national average. 
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FAMILY PLANNING TABLE 16 


GEOGRAPHIC COVERAGE FOR EACH REGION AND U.S. 
AS OF JUNE 30, 1971 AND JUNE 30, 1972 


Counties Counties 
With Without 
Organized Organized 
U.S. Number Services Services 
and of _Avajlable* Change Available 
Region Counties 6/30/71 6/30/72 FY 1972 6 30/72 
U.S. Total 3,099 2,039 2,379 349 720 
Region: 
I 67 34 48 14 19 
II 83 51 67 16 16 
III 247 172 209 37 38 
IV 735 711 714 3 21 
V 523 263 331 68 192 
VI 502 323 416 93 86 
VII 411 260 271 11 140 
VIII 291 123 171 48 120 
IX 93 64 74 10 19 
X 147 38 78 40 69 


*Includes counties which use service facilities located in adjacent 
counties. 
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FAMILY PLANNING TABLE 17 


GEOGRAPHIC COVERAGE BY COUNTY, FOR EACH REGION AND STATE 
AS OF JUNE 30, 1971 AND JUNE 30, 1972 


Counties Counties 
With Wichout 
Organized Organized 
Region Number Services Services 
or of Available Change Available 
State Counties 6-30-71 6-30-72 FY 1972 6-30-72 
Region I Total 67 34 48 14 19 
Massachusetts 14 4 7 3 7 
Connecticut 8 4 6 2 = 
Maine 16 10 13 3 3 
Rhode Island 5 1 5 4 0 
New Hampshire 10 8 8 0 2 
Vermont 14 7 9 2 5 
Region II Total 83 51 67 16 16 
New York 62 37 51 14 11 
New Jersey 21 14 16 2 5 
Puerto Rico wem =s =-= sem, << 
Virgin Islands — — — — — 
e 
Region III Total 247 172 209 37 38 
Pennsylvania 67 25 39 14 28 
Virginia 98 87 94 7 4 
West Virginia 55 33 49 16 6 
Maryland 23 23 23 0 0 
District of Columbia 1 1 1 0 0 
Delaware 3 3 3 0 0 
Region IV Total 736 711 714 3 22 
North Carolina 100 93 94 1 6 
Florida 67 67 67 0 0 
Georgia 159 158 158 0 1 
Tennessee 95 95 95 0 0 
Alabama 67 67 67 0 0 
Kentucky 120 104 105 1 15 
Mississippi 82 81 82 1 0 
South Carolina 46 46 46 0 0 


Region 
or 
State 


Region V Total 


Ohio 
Illinois 
Michigan 
Indiana 
Minnesota 
Wisconsin 


Region VI Total 


Texas 
Louisiana 
Arkansas 
Oklahoma 
New Mexico 


Region VII Total 


Missouri 
Iowa 
Kansas 
Nebraska 


Region VIII Total 


Colorado 
South Dakota 
Utah 

North Dakota 
Montana 


Wyoming 
‘egion IX Total 


California 
Arizona 
Nevada 
Hawaii 
Guam 


egion X Total 


Washington 

Oregon 

Id aho 

Alaska (Legislative 
Districts) 


Number 
of 
Counties 


523 
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Counties 
; With 
Organized 
Services 
Available 
6-30-71 6-30-72 
263 331 
43 69 
12 37 
75 77 
28 43 
69 69 
36 36 
323 416 
122 182 
64 64 
49 75 
61 65 
27 30 
260 271 
69 77 
63 63 
68 70 
60 61 
123 172 
31 44 
44 46 
29 29 
8 26 
5 16 
6 11 
64 74 
45 53 
10 12 
5 5 
4 4 
38 78 
5 28 
16 21 
8 19 
9 10 


Change 
FY 1972 


68 


Counties 
Without 

Organized 
Services 

Available 
6-30-72 


192 
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FAMILY PLANNING TABLE 18 


ESTIMATED SERVICE CAPACITY 


Estimeted Estimated 

Service Service 

U.S. Capacity Capacity 
and Available Available 
Region 6/30/72 : 6 30 73 
U.S. Total 2,740,000 2,981,000 

Region: 

IV 632,000 643,000 
V 429,000 484,000 
VI 387,000 406,000 
III 196,000 200,000 
II 223,000 286,000 
IX 505,000 545,000 
VII 163,000 167,000 
I 63,000 66,000 
VIII 60,000 74,000 
X 82, 000 110,000 
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FAMILY PLANNING TABLE 19 


ESTIMATED SERVICE CAPACITY 


Estimated Service Estimated Service 
Capacity Available Capacity Available 
Region or State 6-30-72 6-30-73 
Region IV Total 632, 000 663, 000 
North Carolina 67, 000 66, 000 
Florida 3 153,000 150,000 
Georgia 94,000 102,000 
Tennessee 72,000 73,000 
Alabama 51,000 55,000 
Kentucky . 77,000 84, 000 
Mississippi 41,000 41,000 
South Carolina 77,000 72,000 
Region V Total 429,000 484 ,000 
Ohio 79,000 81,000 
Illinois 129,000 136,000 
Michigan 126,000 123,000 
Indiana 37,000 45,000 
Minnesota 47,000 77 ,000 
Wisconsin 11,000 22,000 
Region VI Total 387, 000 406. 000 
Texas 180, 000 185, 000 
Louisiana l 94,000 107,000 
Arkansas 36,000 37,000 
Oklahoma 54,000 54,000 
New Mexico 23,000 23,000 
Region III Total 196,000 200,000 
Pennsylvania 93,000 92,000 
Virginia 27 ,000 29,000 
West Virginia 15,000 16,000 
Maryland 48,000 51,000 
District of Columbia 6,000 5,000 
Delaware 7,000 7,000 
Region II Total 223,000 286,000 
New York 164,000 214,000 
New Jersey l 59,000 72,000 
Puerto Ríco* 58,000 68,000 


Virgin Islands? 7,000 . 7,000 
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Estimated Service Estimated Service 
Capacity Available Capacity Available 
Region or State 6-30-72 6-30-73 
Region IX Total 505,000 545,000 
California 418,000 451,000 
Arizona 54,000 55,000 
Hawaii 14,000 14,000 
Nevada 19,000 19,000 
Guam* 4,000 6,000 
Region VII Total 163,000 167,000 
Missouri 77,000 77, 000 
Iowa 27,000 30,000 
Kansas 36,000 37,000 
Nebraska 23,000 23,000 
Region I Total 63,000 65,000 
Massachusetts 30,000 32,000 
Connecticut 9,000 9,000 
Maine 6,000 8,000 
Rhode Island 8,000 6,000 
New Hampshire 4,000 4,000 
Vermont 6,000 6,000 
Region VIII Total 60,000 74,000 
Colorado 31,000 37,000 
South Dakota 4,000 6,000 
Utah 6,000 6,000 
North Dakota 5,000 7,000 
Montana 11,000 15,000 
Wyoming 3,000 3,000 
Region X Total 82,000 110,000 
Washington 44,000 67 ,000 
Oregon 32,000 37,000 
Idaho 4,000 4 ,000 
Alaska 2,000 2,000 


*Not included in totals. 


— iy, 
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Funding 


The DHEW Regional Program Directors, through the use of 
Federal grant records and discussions with State officials 
and local project directors, projected the funds expected 

to be available in fiscal year 1973 by Federal and non- 
Federal sources. Family Planning Table 20 presents a summa- 
tion of funding figures for each Region, and Familv Planning 
Table 21 presents funding information for each State. The 
Federal Government has been the source of over 75 percent of 
the funds identified as available to organized subsidizeé 
programs in FY 1973. The funds shown here do not include 
substantial sums supplied by the Social and Rehabilitation 
Service as third-party payments for the Medicaid program 
through which patients obtain family planning services 
through private physicians not usually associated with 
organized programs. 


FAMILY PLANNING TABLE 20 


ESTIMATED FUNDING FOR ORGANIZED PROGRAMS, FY 1973 
(In Thousands of Dollars) 


Region Total Federal Non-Federal 
Total $186,558 $144,590 $41,968 
IV 38,218 29,377 8,841 
V 26,267 17,390 8,877 
VI 31,407 24,174 7,233 
III 13,890 11,774 2,116 
II 28,708 23,065 5,643 
IX 24,562 19,724 4,838 
VII 8,721 7,199 1,522 
I 5,923 4,791 1,132 
VIII 4,115 3,596 519 
x 4,747 , 3,500 1,247 
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FAMILY PLANNING TABLE 21 


ESTIMATED FUNDING FROM FEDERAL AND NON-FEDERAL SOURCES, FY 1973 


Region or State 


Region IV Total 


North Carolina 
Florida 
Georgia 
Tennessee 
Alabama 
Kentucky 
Mississippi 
South Carolina 


Region V Total 


Ohio 
Illinois 
Michigan 
Indiana 
Minnesota 
Wisconsin 


Region VI Total 


Texas 
Louisiana 
Arkansas 
Oklahoma 
New Mexico 


Region III Total 


Pennsylvania 
Virginia 

West Virginia 
Maryland 

Delaware 

District of Columbia 


Region II Total 


New York 

New Jersey 
Puerto Rico 
Virgin Islands 


Total 


$38,218 


$26,267 


8,247 
6,584 
4,498 
2,789 
1,994 
2,155 


$31,407 


11,929 
11,827 
2,686 
3,484 
1,481 


$13,890 


6,000 
1,748 
1,327 
3,170 

468 
1,177 


$28,708 


17,305 
5,609 
5,396 

398 


(In thousands of Dollars) 


Federal 


$29,377 


2,933 
7,375 
4,727 
3,332 
2,558 
3,473 
1,892 
3,087 


$17,390 


4,147 
4,392 
3,323 
2,289 
1,669 
1,570 


$24,174 


8,967 
9,098 
2,209 
2,591 
1,309 


$11,774 


5,270 
1,513 
1,225 
2,538 
365 
863 


$23,065 


14,921 
4,553 
3,269 

322 


Won-Federal 


$8,841 
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Region or State Total Federal Non-Federal 
Region IX Total $24,562 $19,724 $4,838 
California 21,196 17,093 4,103 
Arizona 1,862 1,461 401 
Hawail 844 669 175 
Nevada 445 345 99 
Guam 215 155 60 
Region VII Total $8,721 87,199 81.322 
Missouri 4,962 3,958 1,004 
Iowa 1,357 1,189 108 
Kansas 1,078 907 171 
Nebraska 1,324 1,145 179 
Region I Total $5,862 $45,731 $1,131 
Massachusetts 2,618 2,1231 487 
Connecticut 906 733 173 
Maine 1,043 §22 161 
Rhode Island 206 139 b7 
New Hampshire 600 492 107 
Vermont 550 414 136 
Region VIII Total $4,116 $3,597 $519 
Colorado 1,585 1,236 329 
South Dakota 476 430 20 
Utah 585 581 4 
North Dakota 414 379 33 
Montana 821 - 756 65 
Wyoming 235 315 -0 
Region X Total $4,747 $3,500 $1,247 
Washington 2,357 1,633 724 
Oregon 1,806 1,357 449 
Idaho 359 335 24 
Alaska 225 175 50 


—ů— — — 
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Early in FY 1973, each family planning Regional Program 
Director was asked to determine the current status of family 
planning services in his Region. As one part of that task, ` 
current providers were asked to indicate the reasons their — 
programs had grown. Health agencies which were not t providers 
of family planning services were asked about their interests 
in providing services. Details of the survey results are 
shown in Family Planning Tables 22 and 23. m 


— 
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Information based on contact with l, 653 current providers 
and 1,217 potential providers showed the following: 


l. Nearly all current provider agencies served 
more patients in fiscal year 1972 than in 
fiscal year 1971 and more than one-third of 
current providers expected their programs to 
continue growing in fiscal year 1973. 


2. The reasons most often mentioned for growth 
were increased demand for services and suffi- 
cient funds, followed by establishment of 
more clinics and/or services and initiation 
of public relations, educational or outreach 
programs. 


- - 2 STG 


3. Almost half of the potential providers--some 
566 agencies--were interested in having a 
subsidized program for providing family 
planning services. 


-—— a - -- — 


Wk a US FAMILY PLANNING TABLE 22 


PROGRAM GROWTH IN FY 1972 REPORTED 
IN NCFPS STATUS REVIEW - CURRENT PROVIDERS 


Program Grew in FY 1972 Percent Distribution by Reason Crev 
i» 

Yee No = E! 3 i E œ E 
Type of Total Per- Per- 8 i 5 = H a 
Agency Agencies Number cent Number cent e — $ e ZS 
Total 1653 15314 91.6 139 8.4 100.0 45.2 11.8 4.2 10.0 27.6 1.1 
Hospital 439 374 85.2 65 14.8 100.0 48.9 64 2.9 70 32.4 2.4 
Health Dept. 711 661 93.0 50 7.0 100.0 47.4 16.5 5.6 3.3 24.5 .8 
Planned 
Parenthood 123 117 93.1 6 4.9 100.0 49.6 10.3 2.6 9.4 27.4 9 
Other 380 362 95.3 18 4.7 100.0 36.2 9.1 3.6 22.1 28.5 »6 
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Costs 
Services 


During the past year the Westinghouse Population CEDERE 
conducted a cost study of a sample of NCFPS grantees. The 
average patient costs varied widely by project with an average 
of $66 per patient (Family Planning Table 24). The major 
determinant of cost in the sample program was the age of the 
program. Programs which began before 1968 had lower costs. 
Program size also affected the cost per patient; large pro- 
grams had lower costs per patient than the small programs. 
Medium size programs had the lowest costs. As programs reach 
their planned patient loads, costs are expected to decrease. 


FAMILY PLANNING TABLE 24 
RANGE OF ESTIMATED COSTS FOR DELIVERY OP SERVICES, 


FY 1972 - 1975 
(in millions of dollars) 


FY 1972 FY 1973 


Type of Delivery FY 1975 


207-229 


Organized Programs 113-129 157-175 273-296 
Private Physicians 74- 82 80- 88 85- 93 92- 99 
Total 187-211 237-263 293-322 360-395 


- 


Total Costs 


Family Planning Table 25 summarizes the fiscal years 1972- 
1975 projection of estimated total costs, including delivery 
of services; manpower development; operational research; 
planning and evaluation; and information and education. 


lest inqhouse Population Center, Comprehensive Report: 


Cost Study of A Sample of the Grantees of the NCFPS, 
HSM 110-71-219, Columbia, Maryland, 1972. 
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In fiscal year 1975, an estimated $392-434 million will be. 
required to finance activities to provide subsidized family 
planning services for the women estimated to need subsidized 
services. This estimate includes funds from State, local, 
and private sources, as well as Federal furds, and third- 
party payment programs such as Medicaid funds to pay for 
services. 


The Maternal and Child Health Service (MCHS) administers 


family planning programs under Title V of the Social Security 
Act. It administers programs of formula grants to States, 
comprehensive maternity and infant care projects, and related 
research grants. 


The 1973 budget for maternal and child health activities 

under Title V of the Social Security Act anticipates obliga- 
tions of $16.2 million for family planning services. This 
amount includes $11.7 million in the Maternal and Child 

Health Service formula grant programs and $4.5 million for 54 
Maternity and Infant Care Projects for high-risk prospective 
mothers which include family planning services. Patients 
served by grants from MCHS as reported by the States are 

shown in Family Planning Tables 26-28. The figures in 

Family Planning Table 28 show an apparent decline from 1971 

to 1972 in total M & I patients served. This apparent decline 
occurred because of revised reporting procedures. Patients 

in M & I projects which are funded by both the National Center 
for Family Planning Services and MCHS are no longer included 
in M & I reports. They are now included only in NCFPS reports. 
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FAMILY PLANNING TABLE 26 


Number of Women Provided Family Planning Services Under State Programs 
Of Maternal and Child Health, FY 1972, 1971, and 1970 


1972 1971 1970 


State Provisional 


United State 266,7 : 
Alibuma .......1......02,528., A 
Alnla....... II ... 7 J. . J 
Arizona... .... 28. 629 
Arkansas, ......].......19, 114 
California ...... i DÄ 
Colorido. ......]........ 5,221 
Connececut.. . 4 EEA cS EDU AA WE KD WE 
Delaware... ..!.........05440 
Dise. Columbia. - 


Kentucky... .. .|......11,215........., U. 17. 771 11. 255.......... 
Lousans...... 2 sss 
Mazine . 42. 000 . . . 4. 900 . 1......- e 
Maryland . . uisu SS eee PE BIB occ ce ER LII RN 
cb S Së iz 


Michigan .. ...- ij uU. 04 — 17.4. 


oe —WRA＋˙.i: 6 


＋⁊Idlu %%%» „%„%%„t „„ 


—— — 2 2 


Mississippi . — 2 30. 156 1. o 
Missout it. 117 ede 281.........]..... 

Montana... . . d EE NUES Mg Cp ONE, EEN 
Nebra 1868 . : 50. b e 
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worth C:. 4 
North Dikota. : 
Oh. Oo. 4 
Oklahoma . 
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Perrsyl oia... 
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Bh ade Ie an 
S. 1 0. Car dua. 
Seca Y ch 
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Urh. aisi. 
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Vuen Islands, . 


Vitro — MESES AT PPS LL Ystiratad s 
Wiasturgton . A. OR Mo Lue yhp : bates zero l 


Weu Vue. . „ MIS hes eM ONS uuu e Data nog 


WM rire Mintel UE ZE ES R Be 5 vaileble.. SS 
Wyomwg..... — 
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FAMILY PLANNING TABLE 27 


Number of Women Provided Pamily Plarning Services 
Under State Programs of Maternal and Child Health 
Fiscal Year 1972 - Provisional 


United States. 
Alabama s 4 
Alaska .. ..... . E. 
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FAMILY PLANNING TABLE 28 


Maternity and Infant Care Projects New Family Planning Admissions, 
by State, for Fiscal Years 1970, 1971, and 1972 
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The Social and Rehabilitation Service (SRS), through the Community Services 


Administration, the Medical Services Administration, and the Office of 
Planning, Research, and Training supports family planning services for 
low-income individuals. Particular target groups are those receiving "Aid 
to Families with Dependent Children" (AFDC) payments, and those eligible 
for medical assistance through Medicaid. These services promote health, 
reduce out-of-wedlock pregnancies, and enable State welfare agencies to 
carry out their responsibilities in work-training and employment programs 
for AFDC recipients. Included in these servíces are targeted prograus cf 
research and demonstration projects in family planning. 


The Social Securíty Amendments of 1967 (P.L. 90-248) and 1972 (P.L. 92-603) 
include the authority to provide family planning services to those individ- 
uals desiring such services, including medical contraceptive services (díag- 
nosis, treatment, supplies, and follow-up), social services and educational 
services. Such services must be available without regard to marital status, 
age, or parenthood. Individuals must be assured choice of method, and there 
must be arrangements with varied medical resources. Acc2ptance of any ser- 
vice must be voluntary and may not be a prerequisite or impediment to eligi- 
bility for the receipt of any other service or financial aid. Medical ser- 
vices must be provided in accordance with the standards of other State pro- 
grams providing medical services for family planning, such as maternal and 
child health services. 


States are required to report the results of implementing the family planning 
provisions of the Social Security Act as amended, to the Secretary. The 
Secretary is required to make similar annual reports to the Congress. 


The Social Security Amendments of 1972 provide significant new incentives for 
the provision of family planning services. Prior to the passage of these 
Amendments, the provision of family planning services was a State opticn. 
However, PL 92-603 makes the informing of the availability and the provision 

of family planning services mandatory to all present and to certain former 

or potential recipients of AFDC who are of childbearing age. The Act imposes 

a penalty of one percent per annum on the Federal share of AFDC funds on States 
which failed to provide these services in the previous year to eligible persons 
desiring them. In addition, the Act increases the Federal share of matching 
for family planning services under Title IV-A -- AFDC -- to 90 percent from 

75 percent and increases the Federal share for family plunning services under 
Title XIX -- Medicaid -- to 90 percent from a variable formula with a range 
from 50 to 83 percent Federal matching. 


The 1968 Amendments to the Vocational Rehabilitation Act (PL 90-391) provide 
for services to family members when this will contribute to the rehabilitation 
of the handicapped individual. Therefore, the Rehabilitation Services 
Administration may arrange for family planning services for handicapped indi- 
viduals and their families as a part of the client's overall rehabilitation 
plan when such servicas can "substantially" improve the successful rehabili- 
tation of the client. 
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Community Services Administration 


The Community Services Administration, SRS, assists States in developing plans 
and administering programs for family planning services. All States and juris- 
dictions, with one exception, have fulfilled the Title IV-A requirements of 

the 1967 Amendments to the Social Security Act to provide for the offering of 
family planning services in all appropriate cases and to assure that acceptance 
of family planning services is voluntary. 


Family planning services include the provision of information, personal 
counseling, medical services, payment for medical services, referral for medical 
care, follow-up of medical referrals, provision for transportation and child 
care arrangements so that parents may obtain medical care, and the developrent 
of medical resources when none exist. 


The 1972 Amendments to the Social Security Act, PL 92-603, make the informing 
of the availability and the provision of family planning services mandatory to 
all present and to certain former or potential recipients of AFDC who are of 
childbearing age and impose a penalty of one percent per annum on the Federal 
share of AFDC funds on States which failed to provide these services in the 
previous year to eligible persons desiring them. In addition, the Act in- 
creases the Federal share of matching for family planning services under 
Title IV-A -- AFDC -- to 90 percent from 75 percent. The Act expands the uni- 
verse of persons to whom family planning services are offered since it includes 
applicants for, as well as recipients of, public assistance and adds a state- 
ment on sexually active minors. 


A program directed to sexually active minors will reach young males as well as 
females. Counseling and information about family planning and family planning 
methods will be available to assist adolescents in making decisions which will 
enable chem to continue their development without the burden of very earlv 
parenthood. 


The subject of medical services to minors will receive continuing attention 

from the Community Services Administration. Due to Stat: laws, medical standar::s 
prevailing in a State and its localities, and the attitudes of individual 
medical practitioners, medical services may not be available to minors without 
the consent of their parents. A few States permit medical care without parentai 
permission when referrals for family planning medical resources are made by 
persons specifically designated in State legislation. Other States are con- 
templating such changes in their laws. The Community Services Administration 
will determine how minors may secure family planning assistance consistent with 
attitudes of the public regarding parental involvement. 


State and local agencies have been working to develop cooperative relationships 
with publíc and private providers of medical services. The emphasis in the 
1972 Amendments to the Social Security Act on the immediate provision of family 
planning services to those desiring them should assure continuation of efforts 
to develop additional medical resources. 
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The estimated numbers of families receiving family planning servíces through 
the AFDC social services program and adult social service programs during 
fiscal years 1972 through 1974 are indicated in Family Planning Table 29. 
Funding for Title IV-A is shown in Family Planníng Table 30. 


FAMILY PLANNING TABLE 29 
Estimates of Families Receiving Family Planning Services* 
Through the AFDC Social Services Program 
and Adult Social Service Programs, FY 1972 - 1974 


FY 1970 FY 1971 FY 1972 KO 1973 FY 197. 
Recipients 333,000 737, 000 925, 000 1, 100, 000 1,750,000 


*These generally represent social rather than medical services. 


Medical Services Administration 


The Social Security Act of 1965 (PL 89-97--approved July 5, 1965) added Title 
XIX, "Grants to States for Medical Assistance" to the Social Security Act. Under 
the Federal-State medícal assistance program which it established, knovn as 
Medicaid, States participating in the program were required to provide medical 
assistance to all recipients of cash assistance. At State option, they could 
also finance medical care for the medically needy, i.e., those persons who 

would otherwise be eligible for cash assistance except that the level of their 
income is sufficient to sustain themselves, but too low to provide necessary 
medical care. In addition, States could opt to provide coverage to children 
under 21 from low-income families. 


Under the original legislation, inclusion of family plann'ng services was a State 
option. However, PL 92-603, passed in October 1972, made coverage of family 
planning services for cash assistance recipients under Title XIX mandatory on 
the States. In addition, the rate of Federal financial participation for family 
planning services for both the categorically and medically needy was increased 
to 90 percent on the date of enactment of the Bill. The law also provides a 
penalty of a one percent reduction in the Federal share of AFDC funds if a Sta:e 
fails to (1) inform AFDC adults of the availability of family planníng services 
or (2) fails to provide such services when requested. This provision becomes 
effective July 1, 1973. 


Medical assistance for family planning includes payments for appropriate medical 
examinations, diagnosis, medical counseling and treatment, laboratory services, 
surgical procedures, drugs, supplies and devices. These services may be provided 
in doctor's offices, clinics, hospitals (on both an inpatient and outpatient 
basis), family planning center, or any other suitable sefting. 


Because of the increased responsibility placed on the State agencíes to assure 
that family planning services are offered to all eligible persons who wish to 
utilize them, and because of the increased Federal matching, substantial in- 
creases are expected ín Title XIX expenditures as shown in Family Planning 
Table 30. 
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Estimates of the numbers of women receiving family planning services under 
Title XIX during fiscal years 1970 through 1974 are as indicated in Family 
Planning Table 31. 


FAMILY PLANNING TABLE 31 
Estimates of Women Receiving Family Planning 
Services Under Title XIX, FY 1970 - 1974 


Number of Women - Title XIX 


FY 1970 270,000 
FY 1971 280,000 
FY 1972 350,000 
FY 1973 550,000 
FI 1974 l 700,000 


Office of Planning, Research and Training 


The Office of Planning, Research, and Training, SRS, emphasizes family planning 
programs to demonstrate comprehensive services to families and individuals in 
model cities, neighborhood health centers, the center cities and rural poverty 
areas. Through in-service programs providing knowledge and skills needed by 
public welfare employees, a project has been developed to enable them to pro- 
vide more effective family planning services to families and individuals. 


Rehabilitation Servites Administration 


The Rehabilitation Services Administration, SRS, does not have a family plarning 
program, per se. However, the Vocational Rehabilitation Amendments of 1968 
authorize services to families of handicapped vocational rehabilitation clients 
when such services will contribute substantially to the rehabilitation of 
clients. Services to family members may also include homemaker services, day 
care services, foster family care services, and group counseling. Services 

to family members, however, are optional with the State rehabilitation agencies 
and are not mandatory under the current Vocational Rehabilitation Act and 
Federal regulations. 


Under the current Developmental Disabilities Act, counseling services may in- 
clude specialized family planning services where needed to DD clients and 
their families. 
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Overlap in Reporting Number of 
Individuals Served in Organized Programs 


The number of women served as measured by the various programs includes some 
overlap in reporting and some duplication in estimates. This occurs because 
most facilities providing subsidized family planning services are funded by 
multiple sources. For example many NCFPS grantees receive funds from State 
and local sources which are responsible for the operation of clinics in many 
locations. The diversity of funding sources and types of providers makes it 
inevitable that there be some duplication in reporting of individuals served. 
This is particularly true for formula grant programs, Medicaid, and social 
services programs. 
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B. Program Development Strategy 


There have been three major project grant authorities for 
family planning services. One, the oldest authority, is the 
Economic Opportunity Act, another is Title V of the Social 
Security Act (SSA), and the third is Title X of the Public 
Health Service (PHS) Act. The Administration plans to shift 
funding of the above family planning project grants to the 
Comprehensive Health Planning-Partnership fcr Health Act 
(Public Health Service Act, Section 314) authority. Since 
authorizations for this Act are due to expire on June 30, 
1973, the Administration has requested an extension of this 
authority. 


Provisions of the recently enacted 1972 Social Security Amend- 
ments (PL 92-603) significantly affect family planning services. 
One such provision increases the Federal share of family plan- 
ning project costs under Titles IV-A and XIX to 90 percent of 
total costs. This provision establishes a major incentive 

for States to provide family planning services. The basic 
support for family planning services to low-income individuals 
is being shifted from project grant programs administered by 
the Federal Government to programs for which the States are 
responsible. Therefore, the Administration has included 
sharply increased estimates for Medicaid in the FY 1974 budget 
request to assist the States in implementing their medical 
assistance plans. Existing programs, currently receiving 
project grants, are being encouraged to utilize third-party 
payment mechanisms as their principal source cf financial 
support. 
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FEDERAL FAMILY PLANNING STATISTICAL PROGRAM 


I. Family Planning Services Statistical Proqram 


The Office of the Assistant Secretary for Health, DHEW, is 
the focal agency for family planning reports and statistics 
throughout the Federal Government. Responsibility for a 
phased development and operation of a National Family Plan- 
ning Statistical System was assigned to the National Center 
for Health Statistics (NCHS). Under this assignment, the 
NCHS has: 


1) Developed and now operates a coordinated program 
of statistics on all aspects of family planning 
service activities programs in the United States. 


2) Worked with the Office of the Assistant Secretary 
for Health in the development of standard classi- 
fications and terminology and, when appropriate, 
in consultation with interested government and 
private organizations. 


The Family Planning Services Statistical Program operated by 
NCHS, has three major activities: 


- National Reporting System for Family 
Planning Services. 


- Family Planning Facilities Inventory. 


- Special Studies. 


A. National Reporting System for Family Planning 


Services 
The National Reporting System for family Planning Services 
CIPSEPS) has been devcloped in two stages: an inge rim 
reporting system which was operated by the NCHS from Mos es 


through December 1971; and a modified and improved Notional 


P 
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Reporting System for Family Planning Services which is used 
by all federally supported family planning programs, clinics, 
and service points and by other agencies who wish to partic- 
ipate. Participants in the NRSFPS include both federally 
funded and non-federally funded family planning projects. 
Participation in the reporting system has increased rapidly 
as shown in the table below: 


PARTICIPATION IN NRSFPS, 1970-72 


Number Number 

Calendar Year of of 
as of December 31 Projects Clinics 
1970* 325 890 
1971* 458 1,800 
1972 684 2,570 


*Interim System. 


Standard statistical summaries of the data obtained from the 
NRSFPS are produced on a monthly, quarterly, and annual basis 
to meet the specific needs of participants. In addition to 
standard reports, special tabulations may be requested by an 
interested agency. 


B. Family Planning Facilities Inventory 


In order to describe accurately the organized family planning 
activities in the United States, the NCHS is developing a 
comprehensive inventory of facilities providing family plan- 
ning services. Once established, this inventory will be 
maintained on a current basis. Accurate and timely identifi- 
cation of the clinic universe itself is of critical importance 
to the success of any National Reporting System for Family 
Planning Services. 


The inventory will be a source of information on the charac- 
teristics of the clinics themselves. These data will help 
determine the extent and availability of family planning 
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services, the location of the services available, the person- 
nel used for these services, and other relevant characteristics. 
These data will be useful for administrative planning in both 
the facilities and manpower areas. Information obtained from 
NRSFPS and the Family Planning Facilities Inventory together 
add considerably to the analytical potential of national 

family planning statistics obtained by the Federal Government. 


In order to determine and minimize the definitional and opera- 
tional problems that might be encountered in the national 
survey of these facilities, a pretest will be conducted in 
February 1973, among a sample of 200 projects. This national 
survey will be conducted in FY 1974 and will cover the total 
universe of clinics. 


The following data items are included in the input form: 
clinic address, areas served by the clinic, participation in 
the National Reporting System for Family Planning Services, 
frequency and hours of clinic sessions, physical location of 
the clinic or the type of building in which the clinic is 
located, type of ownership of the facility, medical and family 
planning related services provided, types of contraceptive 
methods offered, monthly patient load information, target 
population of the clinic, and detailed staffing information. 


C. Special Studies 


Brief descriptions of some of the studies planned during the 
initial years were submitted in the 1971 report. One example 
of a special study is a sample survey of the characteristics 
of dropouts from a family planning program. The effectiveness 
of a program depends on patients remaining in the program and 
adhering to their family planning objectives. Dropouts may 
be program failures; they may have moved out of the area; or 
they may have decided to have another child. 


The objectives of this study are threefold: 1) to determine 
the reasons for discontinuing the services; 2) to compare the 
social and demographic characteristics of the patients who 
discontinued with those who continued; and 3) to obtain an 
estimate of duplicate reporting in the NRSFPS. 


488 


m A Vu 


II. National Survey of Family Growth 


In addition to the service statistics program described above, 
the National Survey of Family Growth (NSFG) is being estab- 
lished by NCHS to provide a wide range of information on 
factors influencing trends and differentials in fertility, 
family planning practices of the married population, sources 
from which family planning advice and services are received, 
the effectiveness and acceptability of the various methods of 
family planning, and those aspects of maternal and child 
health that are most directly related to childbearing and 
family planning. 


Data for the NSFG will be collected once every two years in 
personal interviews with nationwide probability samples of 
married women in the childbearing ages. The NSFG will be 
basically cross-sectional in design, but longitudinal features 
will make it possible, from time to time, to recontact certain 
subgroups of women interviewed in the biennial surveys in 
order to obtain additional information from them as they 
proceed through the childbearing period. 


Previous surveys conducted by private organizations have amply 
demonstrated the feasibility and usefulness of this sort of 
inquiry, and the plans for the NSFG are based solidly upon 
their experience. In scope and content, the NSFG will be 

most similar to the Growth of American Families Surveys of 
1955 and 1960! and the National Fertility Studies of 1965 and 
1970. However, the design of the NSFG represents an advance 
over the earlier surveys in scale, frequency, and continuity 
as demanded by present program information needs. 


The NSFG has been primarily designed to produce needed data 
in three broad areas: demography, family planning, and 
health. The questionnaire developed for the first biennial 
cycle of the survey deals with these three areas in the 
following detail: | 


lThese studies were conducted by the Survey Research Center 


of the University of Michigan and the Scripps Foundation 

for Research in Population Problems, Miami University, 
Oxford, Ohio. They were financed largely by the Rockefeller 
Foundation. 
2These studies are being conducted by Princeton University 
with funding under contract with the National Institute of 
Child Health and Human Development. 
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Demography: The NSFG will contribute to a clearer under- 
standing of current trends and differentials in the birth 
rate by providing at regular two-year intervals detailed 
information on such topics as desired family size, family 
planning practices, family planning motivation, and the 
physiological capacity to bear children, for the various 
social and economic groups within our population. In addi- 
tion, each respondent will be asked questions about the 
number of children she actually expects or intends to have, 
and when she expects to have them. Particular emphasis will 
be placed on the respondents' expectations with regard to 
childbearing and childspacing during the two-year and five- 
year periods immediately following the interview. Questions 
of this type are designed to elicit responses which will 
provide a basis for preparing more realistic forecasts of 
future births. 


Family Planning: The results of the NSFG will aid in the 
effective planning, management, and evaluation of federally 
supported family planning programs. The NSFG will identify 
those women who have received advice and assistance from 
family planning programs. Data from questions on such 
topics as desired family size, family planning practices, 
and fecundity will provide one important basis for estimat- 
ing the size and characteristics of the total population in 
need of assistance in family planning and will also be help- 
ful in determining the nature and severity of the problems 
faced by this group. Such regularly collected data will 
indicate the extent to which efforts to help the population 
in need are succeeding. In addition, the NSFG will collect 
a very large amount of information concerning the use, 
effectiveness, and acceptability of the different methods 
of family planning within major population groups. This 
will offer guidance not only for family planning programs, 
but also for research activities in the development of new 
means of contraception. 


Health: Another need, which the NSFG fulfil.is, is the demand 
for information on the number of women who are using oral 
contraceptives and other new means of family planning, such 
as IUDs, to control their fertility. Since the possible 
health hazards of these drugs and devices have not yet been 
fully determined, it is especially important to follow trends 
in the number of women who are using these methods in the 
different age and socioeconomic groups of the population. 
Investigators monitoring possible health hazards need this 
information for use in conjunction with relevant data on 
morbidity and mortality. 
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THE POPULATION COUNCIL 


E rect Ve (212) 687-8330 


243 Pan AVENUE 
Cast: Poecounciu, New Oan 


New Yoru, N. Y. 10017 


June 8, 1973 
The Honorable Alan Cranston 
The United States Senate 
Washington, D.C. 
Dear Senator Cranston: . 


We are writing you jointly, as fellow Commissioners, out of 
our deep concern about proposals, now under consideration by your Coumittee, 
that would seríously weaken the population and family planning program 
efforts of this country, both at home and abroad. 


If we are informed correctly, there is some danger that the 
IUD and sterilization, as well as pregnancy counseling, may be limited in 
the revised Act, and that research work that might be considered to involve 
"abortifacients" would be proscribed. We can hardly believe that such re- 
strictive methods are under serious consideraticn, though we can certainly 
understand the political pressures that may be applied in this direction, 
but we do know that with your Commission background in this field you will 
appreciate what a very difficult situation that would leave us in with 
regard to our international stance, not to mention the depressing impact 
on necessary biomedical research nor the impositions upon medical standards 
and personal freedoms here in the United States. 


We write to you thus briefly only to express our concern, 
since we feel sure that you must appreciate the ramifications, and we trust 
that you will use your good offices in this regard. If there is any assis- 
tance we can properly give you on this matter, please do not hesitate to 
let us know. 


Yours sincerely, Yours sincerely, 
D. 22 “Banner Ie 
ohn D. Rockefeller 3 Bernard Berelson 
President 


98-0300 - 73 - 32 
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Special Subcommittee on 
Human Resources 

Senate Committee on Labor 
and Public Welfare 
Senate Office Building 

Washington, D.C. 


Dear Sen. Cranston: 


It has come to my attention that in her testimony on 

S. 1708, Mrs. Engel referred to a table which I prepared 
rr A memorandum to Bernard Berelson ín 1969. Since this 
table has been cited out of context by Right-to-Life 
groups in many areas of the country, I would hope that 
you could include the entire memorandum in the hearing 
record, and a copy is enclosed for that purpose. 


As will be apparent from the memorandum, the table takes 
& number of measures which have been discussed in the 
literature as possible elements in a population policy 
to reduce fertility and classifies them according to 
whether they would conceivably affect all groups in 
Society equally or whether they would affect primarily 
particular socio-economic groups. It should be clear 
that the authors of the articles or books cited did not 
necessarily advocate any of the specific measures. 

I would be very surprised, incidentally, if any of the 
research from which the table is drawn was financed 
with Federal funds. 


The memorandum makes clear that neither I nor the Planned 
Parenthood Federation of America advocates any of the 
specific proposals embodied in the table which go 

beyond voluntary actions by individual couples to 

space and limit births. 


E ge 


GES Ei ! 


Ffederick S. Jaffe 
rector 


FSJ/11 
Encl. 
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~ The Technical Assistance Division of Planned Parenthood-World Population 


Center for 

Family Planning 

Program ` e 
Development 


$45 Madison Avenue, New York, N. Y. 10022 
(212) 752-2100 


March ll, 1969 


TO: Bernard Berelson 
FROM: Frederick S. Jaffe 


RE: Activities Relevant to the Study of Population Policy for the United States 


This memorandum is responsive to your letter of January 24, seeking 
ideas on necessary and useful activities relevant to formation of population 
policy, defined as "legislative measures, administrative programs, and 
other governmental actions (a) that are designed to alter population 
trends... or (b) that actually do alter them." My observations will 
be limited to the United States and to activities which might shed light 
on the necessity for, desirability of and in some cases, the potential 
hazards, of the development of an explicit governmental population policy 
or policies in the United States. 


Apart from the abstraction that in the long run, a zero rate of 
population growth is inevitable, the arguments advanced to justify an 
explicit U.S. policy now of encouraging a specific universal limit on 
family size (as distinguished from proposals aimed selectively at welfare 
recipients and racial groups) center mainly on two propositions: 


1) That continued U.S. population growth will inevitably 
cause a deterioration in the quality of life of this and future generations; 
this can be described as the ecological position.* 


2) That an explicit U.S. policy to encourage or compel smaller 
family size in the U.S. is necessary to enable our governnent effectively 
to encourage or compel developing nations to move in similar directions; 
thís may be termed the international public relations position. 


` 


*A variant of this position is that the U.S., with some 6 percent of the 
world's population already uses more than half of the world's non-renewable 
natural resources, and that population growth here thus effects not only the 
quality of American life but the opportunity of the developing countries even 
to attempt to improve their living standards. 
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The debate thus far (in government, among conservation organizations, 
in the demographic field, within Planned Parenthood, etc.) has with only 
& few notable exceptions (e.g. Coale) virtually ignored current actual 
U.S. fertility behavior and its implications for public policies and 
programming. It has not seriously grappled with public policies in other 
areas which may influence the realization of fertility preferences, nor 
with the predíctable political consequences of a major effort to adopt 
and enforce an anti-natalist U.S. population policy. Nor has it viewed 
population policy as an element -- but only one — of a larger field of 
social planning in which the direct and indirect costs and benefits of 
each element must be weighed against the direct and indirect costs and 
benefíts of all elements in order to produce a coherent social policy. 


Realistic public policies intended to influence actual behavior are 
rarely adopted in the U.S. only for public relations reasons. Proposition 
2 above, therefore, is not likely to become the primary basis for a U.S. 
population policy, no matter how superficially attractive it may be in 
argumentation and debate. The decision on a U.S. population policy will 
ultimately be made on the validity or invalidity of Proposition l. 


Accordingly, at least as regards the United States, I believe that 
& number of activities must be undertaken as prior and necessary condítions 
to consideration of whether or not the U.S. should adopt any explicit popu- 
lation policy. 


These suggestions are set forth below, more or less in the order required, 
logically, for prior questions to be answered authoritatively before derivative 
issues are tackled. The first activities are designed to provide a definitive 
.assessment of the levels of population growth that can be expected from 
expanding to the maximum current voluntary control mechanisms; these studies 
would offer an answer to the basic question, "Does the U.S. need an explicit 
population policy?" If there then will still remain some definable problem 
of population growth in the U.S. on a best-judgment basis, the second group 
of studies would attempt to clarify the terms of the discourse over alterna- 
tive policies by removing the value-laden assumptions which have thus far 
distorted professional and public thinking. Then, it is proposed that a 
wide range of public policies in the other areas — and their underlying 
theoretical bases -- be examined disinterestedly to determine what impact, 
if any, they have had on population trends. Finally, the list of potentially 
effective alternative policies which emerges should be critically assessed 
in terms of their likely political and social consequences ín a stratified 
society. 


I. The Uses and Limits of a Contraceptive Socíety 


The U.S. has achieved near-universal practice of some form of fer- 
tility control (including ineffective methods). The argument for a U.S. 
population policy rests on the expressed preference of U.S. couples for 
an average ideal family of 3+ children which will result in a rate of growth 
which is said to be impermissible. (It is important to note that the number 
wanted is usually less than the number regarded as ideal.) Yet, current 
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fertility experience appears to go in the opposite direction: the annual 
fertility rate is now about 85 which, if continued, would result in an 

average completed family size of about 2.6 children; this is being accomplished 
in spite of the present state of technology, ranging from relatively efficient- 
to-inefficient contraceptive techniques and, for all practical purposes, 

with no legal abortion backup; current fertility therefore includes a sizeable 
number of unwanted births and conceptions. (Data from the 1965 National 
Fertility Study yields a minimum estimate of 850,000 unwanted births annually 
from 1960-65, or 21 percent of all births.* While overall fertility has declined 
since 1960-65, it seems highly likely that current fertility includes at least 
a 15 percent incidence of unwanted births. If this is valid, the "wanted" 
fertility rate currently is between 70-75, which is replacement level, if it 
continued.) 


There are, of course, excellent reasons for caution in projecting 
future trends based on current fertility experience: the fertility preferences 
of American couples are not static and vary in response to conditions which 
are only dimly known. But the same caveat applies even more strongly to 
extrapolations from the post-World War II pre-pill period (upon which much of 
the demand for a U.S. population policy is based): these projections appear 
to have been rather considerably modified by the availability of improved 
contraceptive techniques since 1960 and the degree to which these methods 
have contributed to delaying first births and introducing longer intervals 
between subsequent births. Moreover, the interaction between improved 
fertility control and fertility preferences are only beginning to be clarified 
by scholars like Freedman, Westoff and Ryder who have shown that "later 
equals fever . 44 . 


I imagine that it was data such as these which led Coale last November 
to state that there seems to be as much reason to believe that the U.S. will 
Shortly be vorrying about too few births as about too many.*** 


Since the U.S. has the resources to make truly efficient contraception 
truly available to everyone and to complement this with abortion on demand, 
it could thus provide a test of the uses and limits of voluntary action 
in solving the population problem. 


The following work would appear indicated: 


1) A definitive study of the current number of unwanted births 
in the United States. 


2) A definitive study of the current number of illegal abortions 
in the United States. 


3) From 1 and 2, an assessment of the likely rate of growth fol- 
lowing the virtual elimination of unwanted pregnancy in a gociety in which 


$Jaffe, Frederick S. and Alan F. Guttmacher, "Family Planning Programs in the U.S.", 


Demography (forthcoming). 

**Freedman, R.C. Coombs and L. Bumpass, "Stability and Change ín Expectations 
About Family Size - A Longitudinal Study",Demography 1965, V.2; N.B. Ryder & 
C.F. Westoff, "The Trend of Expected Parity in the U.S. - 1955,1960,1965", 


Population Index, April-June, 1967. 
*** At PPWP's Annual Meeting Symposium. 


406 


-4- 


effective contraception is efficiently distributed to all who want ít and 
abortion is available on demand as a backup measure. 


4) Delineation of the necessary and sufficient conditions for ` 
achieving such a society: 


a) public and private resources: funds, professional cadres, 
"m priority. 


b) efficient contraceptive technologíes. 
c) distribution systems. 


d) legal, political and institutional changes (and the 
. requirements for inducing them). 


e) open questions requiring additional research. 


5) Assessment of the political, social economic and cultural conse- 
quences of the likely rate of growth indicated in 3, or the benefits against 
which the costs of achieving a truly contraceptive society (as in 4) could 

be weighed. 


The hypothesis underlying these proposals is that the achievement 
of a society in which effective contraception is efficiently distributed 
to all, based on present voluntary norms, would either result in a tolerable- 
rate of growth, or go very far toward achieving it. If this hypothesis is 
basically confirmed, it would negate the need for an explicit U.S. population 
policy which goes beyond voluntary norms. 


II Clarifying the Terms of the Discourse 


The present discourse on population policy is loaded with assumptions, 
biases and judgments about the causes and determinants of fertility behavior, 
and these assumptions are imbedded in the very terminology employed. Some 
of these assumptions go back in the literature for decades and centuries 
(e.g., Malthus' "population bounty") but have never been subjected to empirical 
verification. Instead, they have been accepted as conventional wisdom and 
in turn, tend to impede and distort clarification of the issues involved 
in assessing alternative policy proposals. 


It is proposed, therefore, that certain key terms and assumptions be 
clarified and subjected to empirical test, to the extent data and research 
would permit: 


1) Are free social services "pro-natalist"? 
> 


The idea that provision of free social services has a pro-natalist 
effect is accepted almost uncritically in the literature and in turn, becomes 
a major postulate on which alternative proposals are based. Empirical 
analysis is needed to determine the extent to which this characterization 
is valid as to outcome (as distinguished from the rhetoríc advanced to 
justify adoption of the particular policy in the first place). 


For example, is there any evidence that fertility among comparable 
classes is higher in countries, states or communities which make the following 
services available, free, to large numbers of couples than in countries, 
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states or communities which do not? 


Maternal and Child Medical Care 

Maternity Leave and Benefits 

Child Care Facilities 

Compulsory Public Education Through High School 
College Education (or scholarships liberally available) 


These services of course, have positive benefits to society which go 
beyond fertility (although some may have a subsequent effect on fertility 
also — and not in the pro-natalist direction). They appear to be charac- 
terized as pronatalist only because they do not directly penalize child- 
bearing but there appears to be no evidence that they do indeed encourage 
fertility, in the United States or elsewhere. In fact, areas and nations 
providing more free social services appear, on superficial analysis, to 
have lower fertility, but this may be explained on other grounds (e.g. higher 

“living standards). Nevertheless, the influence or lack of influence of 
(these services on fertility should be established. j 


2) Economic "incentives" to fertility 


A special case of (1) relates to the presumed "incentive" to fertility 
in such programs as family and children's allowances. These allowances 
were (and are) legitimated politically as a means of increasing the birth 
rate, but the only analyses thus far of the actual results yield no support 
for their presumed pro-natalist effect. Yet, based on the initial justification 
and the ensuing terminiological/ideological set, many proposals are advanced 
to reduce, eliminate or block family allowances on fertility grounds. 


A definitive empirical study is needed of the fertility outcome of 
family allowance programs, both to inform the forthcoming U.S. debate on 
restructuring the welfare system and to shed light on the potential useful- 
ness of economic incentives (and thus disincentives) in shaping fertility 
trends. 


A definitive empirical study 1s also needed of the specific American 
variant in this area — namely, the frequent allegation that AFDC mothers 
have more children in order to increase their monthly allotment. This notion 


is widely held among influential citizens and policy-makers and is one 
of the powerful stimulants behind the demand for a U.S. population policy. 


III Assessment of the Impact on Population Trends of Other Public Policies 


Considering the theoretical importance which is attached to social 
end economic factors in shaping population trends, it is remarkable how 
little attention has been paid to the effects on fertility of public policies 
in areas affecting basic social and economic structure. Only recently, 
for example, it has been suggested that differential welfare standards are 
a factor stimulating migration (with little or no empirical evidence). 


It would seem useful, therefore, to seek some assessment of the acutal 
or anticipated effect on population of current policies, such as: 


~ 
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1) Fiscal and Monetary Policy which appears to regard inflation - 
as a concomitanc of full empioyment and thus, to accept relatively high (or 
at least preventable) unemployment levels as necessary. Yet, more women 
enter the labor market under conditions of full employment and the rela- 
tionship between employment of women and lover fertility seems well established. 
An examination is needed of, in effect, the question: How much inflation 
could or should we risk to achieve lower fertility? (XX risk of inflation 
= YZ increase in women's employment = ZX reduction in fertility.) 


2) Education Policy; At least two aspects seem worth study: 


a) The effect on fertility of policies to encourage higher educational 
levels for everyone (assuming that the alleged "pro-natalist" effect of free 
education discussed in II can be reconciled with demographic research showing 
the inverse relationship of education and fertility); and 


b) The effect on fertility of current policies and programs regarding 
the education of women (for example, to prepare them either for motherhood or 
labor-force participation, earlier or later marriage, etc.), and the likely 
effects of alternative policies. 


3) Manpower Policy -- this is closely related to 1 and 2; the extent 
to which current policies, ranging from training and apprenticeship require- 
ments to transferability of pension plans, encourage or discourage women to 
work should be examined. A specific aspect of this analysis would be the 
extent to which public policy facilitates or discourages the employment of 
young mothers through provision or denial of child care facilities (assuming 
again a reconciliation of this program with the alleged "pro-natalist" effects 
‘discussed in II). 


4) Farm Policy — The extent to which the governing U.S. farm policy 
of encouraging the amalgamation of family farms into "agrobusinesses" has 
contributed to rural-urban migration during the last 20 years should be 
examined. 


5) Welfare Policy -- The extent to which unlivable assistance levels 
and inadequate medical and social services, coupled with stimatization 
of recipients, have contributed to higher fertility should be explored. 


6) Housing Policy -- To what extent has the policy of encouraging 
smell home ownership and suburban development encouraged higher fertility 
levels? What would be the likely effects of alternative policies? 


7) Economic Theory and Policy -- A special case is the area of economic 
policy because it is widely believed that population growth is indispensable 
to economic growth. Whether we like it or not, this is probably the control- 
ling idea in the business community and among many economist, and it is highly 
unlikely that a population policy aimed at lower rates of growth will be 
adopted until this concept is replaced. Two approaches are suggested: 


a) A study tracing the function — explicit or implicit -- of 
population growth in the models propounded by economic 
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theorists historically. The aim of the study should 
be to answer, in theoretical terms, the question: Among 
the theories of economic growth in advanced countries which 
control policy and business decison-making today, is 
` continued population growth an indispensable or dispensable 
. element? . 
m 

b) Encouragement of work by appropriate economic theorists to 
develop a substitute for population growth in the current 
controlling models of economic growth in advanced countries. 


The studies outlined above would shed light on the effect on population 
trends of some existing public policies; identify the interests benefitting 
from these policies; and hopefully identify some points for intervention 
to enourage lower fetility without the adoption of an explicit population 
policy. 

0 \ 


IV Assessment of the Effectiveness of Population Education In Influencing 
Fertility Preferences 


Expansion of educational activities designed to increase awareness of 
the population problem has been advocated, both in terms of its intrinsic merits 
and as part of an overall population policy. Projects should be undertaken to 
delineate the content, scope and limits of such activities as a guide to 
programs in the schools and by private groups, and studies should be conducted 
to test the effectiveness of these programs in actually influencing fertility 
preferences. 


In this area, it seems particularly important to distinguish between 
education and indoctrination. Whatever may be the merits and effectiveness of 
& truly educational effort, an indoctrination campaign may well have only 
negligible effects on fertility values, but may provide unintended support in 
building a public opinion which seeks legalized compulsory fertility control for 
selected groups (particularly welfare recipients). The adverse political conse- 
quences of such a development on the population and family planning fields, 
nationally and internationally, could be quite serious. 


V Assessment of the Political and Social Consequences of Alternative 
Population Policies in a Stratified Society 


The debate in the United States thus far has proceeded with almost 
mo explicit acknowledgement of the fact that the U.S is an economically 
and racially stratified society. Yet it is clear that most of the policies 
proposed as alternatives to family planning cannot be expected to affect 
all segments of the population equally. The attached table attempts a rough 
sorting of the principal measures discussed, according to whether their 
impact would be universal or selective. Clearly policies which are primarily 
economic in effect -- tax policies, incentives and disincentives -- cannot 
be expected to have equal influence on the behavior of rich middle-class and 
low-income families. Other proposals -- e.g., compulsory abortion of out-of- 
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wedlock pregnancies — can be expected to be applied selectively against those 
out-of-wedlock pregnancies which are visible, and this has racial overtones. 
Social stratification thus raises sharply the issue, “Who shall decide 

whose fertility — and for whose purposes?" 


It seems urgent, therefore, that the policies which emerge as apparently 
useful from the work proposed in I - IV above be subjected to critical 
scrutiny in terms of the realities of a class-and race-stratified society. 
Such an analysis should establish which policies can be administered universally 
and which can be expected to have a differential impact on various segments of 
the population, The political consequences of such differentiation should be 
examined, in an effort to provide working answers to questions such as these: 


1) Is it feasible to expect that society will accept policies which curb 
fertility universally -- or is it more likely that those who are powerful vill 
favor and adopt policies which affect primarily those who have less power or 
are powerless? Is such differential treatment politically viable? 


2) Is it possible to propose and justify uníversal fertility control 
policies without reinforcing and legitimating -- politically, philosophically 
and ideologically — the existing body of opinion which, for reasons having 
little to do with the population problem, already seeks selective compulsory 
fertility control of welfare recipients and minority groups? 


These studies, in my view, would be necessary for a clear answer to the 
key questions surrounding an explicit population policy in the United States 
namely: 

Do we need one — and if so, how soon? 


Is the anticipated gain worth the likely cost? 
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Family ND 


Program | September 6, 1973 


Tre & DH c. Assistance Division of Senator Alan Cranston 
Planned Farentnvod-Wornd Populabon Room 2213 
» v 7 ES Senate Office Building 
515 Macison Avenue Washington, D.C. — - 
New Yora. N Y '0022 - y 
. Telephone. (212) 752-21 8 
d BEES Dear Senator Cranston: - f 


TS. ue alind When I appeared before your Coumittee-on May 8 in 
" connection with hearings on S. 1708, you asked us to 


Pred Eech ET PODUMIOR- 
CREMA provide some estimates of funding available from non- 
eee e SE Federal sources to support organized family planning 
e ee ae Cac ia Corres services. Such estimates are difficult to make, but 
Fordon we have tried to assemble whatever information is 
Aan. F Ooamacrer MD available to form at least a rough picture of the 
Ee Euria onor. current situation. These data (and their sources) 
are as follows: 
med Famy Pranreng 
585 State Legislative Appropriations* $4.3 million | 
iow Gees Local Government Expedntures Not available 
— ee Hospital Expenditures Not Covered 
Naona Adasan Council" dy Government Grants** 7$.0 million 
ee ROO D Planned Parenthood Affiliates, 1972:*** . 
Devo T aren MO Fund-Raising Contributions for 11 
555 purposes (including capítal costs) 12.8 million 
DOE Fees from Patients 7.7 million 
1 11 ** 
„ ie 0 
ae? 0 Total $29.8 million 
34^ ^y» — 
DEINEN 
Jaret B bone (Sources: *® - 1972 Center for Family Planning Program 
Re caesi Development Survey of State Health and Welfare Policies; 
Ara E Bern ** — This i15, in effect, a pure guess; *** — Department 
555 of Resources, Planned Parenthood-World Population) 
Joho! Droe 72^ A MD 
Dr ce essen Ct OD 
F*** It thus appears that about $30 million was available 
is 8 dg from non-Federal sources in 1972 for support of organized 
pn sna e family planning services. This might be an underestimate 
fn since some city governments may have expended some of 
„ their own funds on these services, but the amount 18 
Mice v nu unknown; from field experience, it is not likely to be 
„„ significant. 


a c») t OX mn *" * MO 


bk Laf EW deg “20 
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We have no way of determining how much or how little of these funds 
were used to match Federal funds under eíther Title X of the Public 
Health Service Act, or Titleg IV-A and XIX of the Social Security Act. 
Our opinion is that a significant amount has probably been used to 
match Title X project grants, but that very limited amounts have thus 


far been used to match Titles IV-A or XIX. 


We hope these estimates are useful. 


Sijcerely, 


ederick S. Jaffe 
rector 
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HARRISON A. WILLIAMS, JR., N.J.. CHAIRMAN 


JENPUNGE RANDOLPH, v. VA. JACOB K. JAVITS, N.Y. 
CLAIBORNE PELL, R.I. PETER H. DOMINICK, COLO. 
EDWARO M. KENNEDY, MASS. MICHARD $. SCHWEIKER, PA. 
GAYLORO MELSON, WIS. ROBERT TAFT, JR., OHIO 


WALTER F. MONDALE, MINN. J. GLENN BEALL, JR., MD. YCE 0 

THOMAS F. EAGLETON, MO. ROSERT T. STAFFORO, VT. niled State © te 
ALAN CRANSTON. CALIF. 8 ena 
MAROLD E. HUGHES. IOWA 


WILLIAM D. HATHAWAY, MAINE COMMITTEE ON 


LABOR AND PUBLIC WELFARE 
STEWANT E. MCCLURE, STAFF DIRECTOR 
ROBERT E. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 


March 30, 1973 " 


Dr. John Ottina 7 PAoa eee Oe E. 
-Commissicner-Designate . | . 2... 0 225 oemed- y T : 
- of Biucation gine „ ECH l 
-U.8. Office of Rtucation ge? : 

300 Meryland Avenue, 8.W. 

Washington, D.C. 20202 


Dear Dr. Ottina: 


Last year I exchanged several letters with Dr. Don Davies, 
_former Deputy Commissioner for Development, relating to the 
environmental edücation projects supported by the Office or 
‘Education in which I sought to determine how many of thase 
. programs included a population education component, and to ...- 
-what -extent funds are made available for these purposes. ig: 


specifically asked for a summary document describing environ- m 
mental education projects supported by the Office of Education, 
which Dr. Davies had contemplated completing in November of 


17 72 D 


I have not yet received a response and would like to make 

the request again that this list be furnished the Subconnaittee 

and that those projects which contain a population education 
component be identified with some designation as to the » 
proportion of the project devoted to this subject. -- --- — 


With many thanks for your cooperation. 
Sincerely, 


Special Subcommittee on 


COPY / 


— 
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DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 
OFFICE OF EDUCATION 


WASHINGTON. O C. 20208 


MAY 23 1973 


Honorable Alan Cranston 
Chairman, Special Subcommittee 
on Human Resources 


-.. —Committee on Labor and Public Welfare M gust. EE 


United States Senate 
— Washington, D.C. 


Dear Senator Cranston: 


Please accept my apology for the delay in responding to your letter of 
March 30 requesting information about environmental education projects 
supported by the Office of Education. 


I believe that the enclosed reports will be responsive to your inquiries. 
Dee of them lists the population education projects supported under the 


Environmental Education Act (P.L. 91-516) from Fiscal 1972 funds. The 
^ other report summarizes environmental education projects supported by 
NS: Office of Education under authorities other than the Environmental 


-- --Bducxtion Act during the same fiscal year. In those projects which do 


— not focus exclusively on population education, it is not possible to 
-- determine precisely what portions of their total grants are so used. 


Ne anticipste the continued funding of population education projects, 


as well as other projects related to environmental education, during 


the fiscal year. 


Sincerely, 


A 7 : 


John Ottina^ 


2 Enclosures 


U.S. Commissioner 
of Education-desi gnate 


1) 


2) 


Education Professions Development Act, Part E 
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PISCAL YEAR 1972 SYNERGY PROJECTS 


Wi 


Vocationzi Hdugat ron Act 


Minnesota Environmental Scioncos Foundation, Inc. $150,000 
Minneapolis, Minnesota 
Titles  *Xxomplary; Vocational Education Program 

Rased on Environn^ntal Studies (K-14) : 


The project is dosinned to develop awareness to 

the work, 3p: i cally to careers in environmental 
control; oxplorztory; coment cCapgriences in 
environmental control orzuning, json-ontry=-level 
skills for water pollution control technicians, 
e«panded vocational guidance and placement services 
are important facets of thc program. 


CUNY Hunter College $ 88,000 
New York, New York 


Sixteen fellowships to college teachers in 
environmental health science/ education. 


i 

Tuskeegee Institute $ 65,000' 

Tuskecgce Institute, Alabama MEE 

Title: Institute in Environmental Science for | 
College Teachers 


This eight-week summer institute will train two-year 
and four-year college teachers in environmental 
problems, including pollution and misuse of our national 
resources. It is anticipated that tho program will 
result in grcator involvement of minority groups in 
solving the environmental problems of the nation. 
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Bowling Green State University $ 70,000 
Bowling Grccn, Ohio ° g 


Title: Summer Institute in Environmental 
Managemcat ior Tcachors 


A summer institute for two-year and four-year 

college faculty in environmental studies programs. 

The program includes study of ecologica principles 
governing pest species management and environmental 
pollution, governmental and political considerations, 
economics, and approaches to solutions. 


Wayne State University $ 65,000 
Detroit, Michigan d 
Title: Institute in Snvironmental Education 

for Junior College Educators 


This summer institute will provide training in 
various aspects or pollution and ccoloay for junior 
college teachers from tne Midwest. A purpose of the 
institute is to assist in the establishment of 
curricula in environmental technology'in Junior 
colleaes as woll as to strengthen general environ- 
mental education in the two-year college. 


Miami-Dade Junior College $140,000 

Miami, Florida 

Title: National Training Program in Environmental -~ 
Education for Community College Faculty 


This is a natiowide program to train junior college 
teachers in environmental education. Workshops will 
be held throughout the country tor maximum impact cn 
the junior colleges. 


3) Higher Education Act, Title III, Strengthening Developing x 
Institutions. ` 
Lake Citv Community College $ 50,000. 
Florida l ` 
Indian or Liivo ot Technology $ 45,000.. 
Indians D . i l l 
. Tnt. „ eric Univ sity i l T L.$ 25,002 
» E Ac. NT n NET Meam I o DEE abid ail ne PNIS T Nee ^neid 


mE 
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Projects for development of environmental education 
curriculum components. à 


4) Higher Education Act, Title TI-B. Librarian Training. 


Western Michigan University $ 30,0% 
Kaiamazoo, Michigan 
Title: Institute on Fnvironmental Information 

Programs for Public Libraries 


The purpose of this institute is to train 25 
practicing public Librarians to be specialists 

in methods of acaniring, organizing ond dissemine 
ating environmental-ecclosgical information. 
Participants will be taught how to establish and 
maintain an anvironmental information center. The 
program will consist of Lectures, discussions, field 
trips,and hands-on activities. 


California State College at Long Beach S 25,000 
Long Beach, California 
Title: Multi-Media Sclection and Production 


An institute for supervisors of school and 

public librarios on methods of producing and 
selecting multi-media materials for environmental 
education. 


5) Education Profcssions Development Act, Part D 


Jefferson Union High School District $ 48,00) 
Daly City, California 


Northern Colorado Educational BOCES $ 39,400 
Boulder, Colorado 


University of Maine at Portland-Gorham $ 13,000 
Gorham, Moing 


Baltiso. ^ tuy Public Schools $ 12,50 
Bal oy t ou patei 
Pais of Nebr - 3 $ 30,00 


roy 
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6) 


State University College at Buffalo 
Buffalo, New York 


Toledo Public Schools 
toledo, Ohio 


Department of Public Instruction 
Pierre, South Dakota 


Central Washington State College 
Ellensbury, Washington 


Preservice and inservice teacher training programs 
in environmental education. Most participants of 
these projects plan to teach at the elementary 


and secondary cducation levels. 


Manpower Development and Training Act, MDTA 


Denver Community College 
Denver, Colorado 


Seminars sponsored by USOE and Denver Community 
College to identify desired components of a 

grade 7 through university environmental curriculum 
based on integrated pest management. 


7) Cooperative Research Act 


8) 


Population Education, Inc. 
Washington, D.C. 


A project to develop supplemental curriculum 
material in population education for secondary 


schools. 


Public Law 480, International Studies 


Tho Maxwell Graduate School of Citizenship 


and Public Affaira 
Syracuse University 


Syracu.:, i Lork 
A twolo o. *n0 eaviranmental education research and 
SEU see saca. G4 ut en daeked jn Yuq 

oo e E > " ` T F eats it W D tõe su cd wool. 2 Meet 


1 


onlavia DY oou 


$ 12,300 


$ 29,000 


$ 50,000 


$ 50,000 


$ 32,000 


5 "ERT xu 


^". ---. "E 
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Syracuse University. The project attempts to 
facilitate the development of environmental: 
education resource materials based on compara- 
tive analysis of American and Yugosiav environ- 
mental problems and environmental education 
needs and resources.“ 


— a Subtotal ; 23 projects, 


$1,254,000 


9) Elementary and Secondary Education Act, Title VIII - Drop-cut 
Prevention 


Fall River Public Schools $ 60,009 
d Fall River, Massachusetts 
Title: Water, Air, Conservation of the 
Environment 


This component of a dropout prevention project involving 
a group of potential dropouts at the secondary lcvel. 
Their instructors and student assistants will help them 
gain environmental understanding and experience, with 
special emphasis on tne condition of water, a local 
community concern. The studonts will assist in the 
study of South Watuppa Pond and the Algae nuisance 
which bescts it; analyses of tho local water supply 
and the waters of Mount Hope Bay; and investigation of 
thermal and air pollution. 


10) Education Professions Development Act, Part E 


Western Michigan University $ 65,600 
Kalamazoo, Michigan 


Twelve fellowships’ to college teachers in 
environmental science/studies. 


11) Elementary and Secondary Education Act, Title V 


Northe =f pn tnvironmental Education gë 71,60 
Desoto dy nt | e. 
Mew Vor! sale cation Agency 
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A project using funds for subarante or contracts 

to disseminate matoriala, develop prototype 

aatorialo, develop and test instruaents ctc. which 

are or can be of 5sianificant interest participating 
Slates for cavironmental education purposes. 
Participating Staces include Connerticut, Maine, 
BHossachusetts, New Hampshire, New Jorsey, Pennsylvania, 
Rhode fsland, and Vermont. 


Environmental /FEcological Education Planning Project $50, 000 
orth Carolina State Education Agerey 


U 
Project funds are divided among the three parti- 
cipating States to enable them to velop a 
structure and a program in environneontal education 
at the Stato Level and to enable tktm to assist 
other States next year in similar cevelopmental 
activities. The participating States are Florida, 
Maryland and North Carolina. 


Western Regional Environmental Eduration $ 50,000 
Cooperative Project 
California State Education Agency 


Project funds will enable representatives from 

. State educational agencies and State resources 
agencics to work togother in developing and 
strengthening ways of cooperating to improve 
environmental education in each State, Partici- 
pating States are California, Alasta, Arizona, 
Colorado, Hawaii, Idaho, Montana, 3evada, New 
Mexico, Oregon, Utah, Washington, and Wyoming. 


12) Elementary and Secondary Education Art, Title III $2,481,7t 


Los Angeles City Unified School District 

Los Angeles, California 

Title: A Model Educational EE in Ecology, 
K-Adult Education 


A comprehensive program in ecology from k-Adult. | |. . A 
Educariow sill be developed, implenented and , roe 

J . MOnltuó&cd. A scqeential program sn environmental ` uer 
ioc 


edoctus n sr 11 5e aicveloped, and instructional ds 


vam t — A 


512 


“Synergy Projects, FY 1972 - Pago 7 


materials for pupil and teacher use will be 
prepared. An ecology center complex will be 
established; two mobile ecology laboratories 
will be davaloped; and a television series on 
ecology for slomentary and secondary school 
levels will be produced. 


District School Roard of Lee County 
Sort Myers, Florida 
"itle: Mode] Strategqv for an RFfeetive 
Environmental Education Program 


A program to fogter environmental awareness, 
sensitivity and vo.porzibiiito on the part of 
students at all arane levels will be implemented. 
Curriculum mitertals Tor yrades 6-28 will emphasize 
undecstandiny ecological consequences. For 

'" grades K-5 materials will center on environ- 
mental awareness, sensitivity, and very basic 
ecological concepts. Students will acquire 
skill in sampling, surveying, and maintaining 
environmental conditions. 


Community Unit School District #200 
Woodstock, Illinois 
Title: Woodstock Environmental Education 
Project 


An environmental education program will be 
established to develop positive attitudinal and 
behavioral pattcrns of teachcrs, students, and 
other citizens concerning environment so as to 
effect improvement and enhancement of environ- 
mental quality. Students, teachers, and parcnts 
will idcntify environmental problems of the 
area, State, and Nation; will rormulate 

proposed solutions to identified problems and 
will develop materials and programs to augment 
the existing curriculum. Through these acti- 
vitics5, participants will gain understanding of 
ecology ani will learn to identify environmental 
problem; ind to work through legal means for 
Orderly LEE ME 


513 


Synergy Projects, FY 1972 - Page 8 


Shawnee Mission Unified District #512 

Shawnee Mission, Kansas ài 

Title: Cooperative Learning Through Environ- 
mental Activitics in Nature 


An environmental education progran will be 
established which will eventually scrvo the 

2 l entire school district. The progrim will include 

E cross-curriculür involvement, interaction among 

children at all grade levels, indoor-outdoor ` 
ecological study, urban-suburban-r-rzaül-underdcevel- 
cped area field studies, and cooperative use of 
existing county park facilitics anc nonprofit 
outdoor education toundation facilities. An 
environmental education Laboratory will be 
cooperatively developed. Selected school person- 
nel will participate in a summcr wer':shop to 
develop the program and rclated auciovisual 
materials including programmed cassette tapes 
for small group student field study. 


Unified School District 3501 

Topeka, Kansas j 

Title: Environmental Education Demonstration 
Project 


An interdisciplinary environmental education 
program will be established. The program will 
' include field trips where students will make 
on-site investigations of various aspects of 
the environment. When they return to tho 
classroom, the students will develop solutions 
to environmental problems encountered on their 
trips. Handicapped children will participate 
in the program and inservice traimng will be 
provided for teachers. i 


School District of City of Wyandotte 
Wyandotte, Michigan 
| Title: Strotegics for Environmental 
Education - Project SEE 


A modci covisennental education program aimed 
 at'deveoio.s e wao are consciously Ware 
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an active role in efforts to maintain and 
improve the environment will bc. implemented. 

The curriculum will include specially designed 
environmental education packages which will be 
utilised by selected students. Efforts will 
be made to involve the entire community in the 
project on a continuing basis. University 
personnel will assist in the preservice and in- 
service environmental education of teachers. 


Sole Supervisory District to Putman and 
Westchester Counties, LOCES 
Yorktown Weights, Now York ; 
Title: The Arca Education Aqency's Role in 
Developing Environmental Education 


An cducational program involving two school 
districts will be devcloped.  Activitics in 
each district will focus on establishment of 

R a multidisctrict student environmental monitor- 
ing network concerning air, water, soil, waste, 
noise, and population to function first within 
the projcct arca and later to spread throughout 
and beyond the State. The project will also 
establish a clearinghouse to deal with onviron- 
mental materials for clomentary and secondary 
education and will plan for the active involve- 
ment of State Education Dopartment and State 
Environmental, Conservation Staff, as well as 
the 45 other Boards of Cooperative Education 


Service (BOCES) in tho State. F 


Golden Valley School District #275 

Golden Valley, Minnesotą 

Title: Community Environmental Studies Program 
for Grades 5-12. 


An environmental studies program will be esta- 
blished to promote environmental literacy through . 


continued .:rosuüre to underlying principles and’ 
concepts ; soned within the matrix of the 
o learner’. ~ aiste experience. Participants will. 


mak · : vrield observations to describe 


r 
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.literate citizenry which understancs its interde- ma 
, pendence with the environment, is knowledgeable ..:'^.! .- 
regarding environmental problems, and is. motivated 


^. programs, bus ines s, industry and labor personnel, 


provide a coordinating function for the above acti-:.* 
. 'wities, to supervise curriculum dovelopment, and to“ 
Eh as a clearinghouse to gather, evaruates: and . Le 
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the socio-ecological research, classical design 


and statistical procedures, controls, social. E 
action and survey methods. The learner's know- = . 
‘ledge Gf man-land problems will stem from | I 


observations and experiences with environmental - 


problems in the social context within which they 


“occur. . | Nt BU OST. 
85 

Newark Board of Education „ 
Newark, New Jersey NEL 
"Title: Implementation of State of New Jersey Plan „ 
for Environmental Education, ege 

T 2E 

. A State plan for environmental education will be P 
implemented. The plan will provide an organizational, ` : 
structure and mechanism for the pooling of stated ide 
resources in order to create an environmentally ` 0 Y 


to participate in their prevention and solution * 
Model multi=@dia curriculum materials will be T 
developed and field’ tested, with assistance provided. d 


for their implementation for the elementary/secondary `“ ni 
level, colleges and universities, continuing education . c8 


government agencies, community action groups, and ` 


community planners. Training programs will be „ 

developed and operated for school administrators,’ | Tp 

curriculum developers, teachers, aides, student uM 
E 


^ leaders, undergraduate/graduate education majors, ** 


col lege/ university faculty, and resource management heb 
personnel as well as those groups noted above. RA . . 
State environmental center will be established cuc i 


n information. , E oed 
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Cateret County Board of Education 

Beaufort, North Carolina = 

Title: School Community Cooperative Environmental 
Studies Project ) 


A program designed to promote self-directed and 
investigation-orionted learning which molds 
schooling with education in the “real like" of 

the community and the total environment by 
placing stud:nts in actual situaticns to observe 
the functioning of the sociocconomL: system. 

Three classes of juniors and seniors of "moderate 
abilities and ambitionz" will be piaccd ina full- 
year, half-day elective course repiacing their 
regular English, social studies, and science program 
in order to conduct individual and group field 
rescarch in tho community. 


Montgomery County Supervisor of Schools 

Norristown, Pennsylvania 

Title: Urban-Suburban Cooperative Project in 
Environmental Education 


A regional research and resource environmental 
education center and a network of satcllite centers 
will be established to serve a five-county area. 
Through the conters, a cooperative urban-suburban 
approach to problem solving will be made. Students, 
teachers, and community members will interact within 
the context of environmental education. The 
centers -will develop staff and curriculum, provide 
consultant services, and establish urban-suburban 
interchanges of students, teachers, and resources. 


Berks County School Board *’: 

Reading, Pennsylvania 

Title: An Interdisciplinary Problem Solving Approach 
in Environmental Education 


An interdisciplinary, problem-solving curriculum in 
enviromental education for all age levels will be 
deveio, O in cou;unction with the State-funded 3 
con^lcuctrion Of tacilities at tho Nolde. Forest State 
park. Tho curriculum will be developed around five 


RN * NE CE pel CARE MED Ae HE Ty Vis ek oa 


2 
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2 
e 


and will be pilot-tested in tho Park facility and 
surrounding communities. Teacher training in the 
use of thc facilities and curriculum will also be 
conducted. 


Anderson School District #5 

Anderson, South Carolina N 

Title: An Environmental-Ecological Education 
Center 


An environmental/ecological education center will 


be, established for exeoptional stucents, including 
academicaily talented and handicapped students. 
A resident and day cnvironmencal Learning center 


will be developed on a 45 acre site near a lake. 
There all environment:l resources nd problems 
peculiar to the area will be investigated by the 
participating students and thcir teachers. 


Bellevue Public Schools: 

Bellevue, Washington 

Title: Urban-Suburban Environmental Education 
Program 


Urban elemcntary and junior high students will 
explore environmental and intercultural problems 
and situations on a schoolevear basis, utilizing 
class exchange, cooperative field trips, short- 
term resident outdoor school experiences. A 

cadre of teachers in environmental education and 
intercultural activities will be trained to serve 
as change agonts in their particular schools. The 
outdoor school will provide a neutral atmosphere 
in which attitudinal changes will be expected, as 
well as understanding of the ecological balance of 
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Laramie County School District 4I 

Cheyenne, wyoming 

Title: Eco Curriculum Development and Learning 
Laboratory 


A curriculum devclopment and learning laboratory and 
satellite sites will be established to develop and 
present an environmental cducation curriculum for Grades 
K-12 and a speciel curriculum for handicapped children. 
The curriculums will emphasize knowledge of environmental 
problems, mcthord: of solving these problems and will be 
developed by instructional teams rom social, behavioral 
and hard sciences. 


Milwaukea Public Schools s 
Milwaukec, Wiscon3:i 
Title: Master Plan for Environmental Education 

in the Milwaukee Public Schools 


A master plan for environmental education in the 
School system will bc implemented. The program will 


include teacher leadersnip conferencc, a television ee 
inservice workshop, curriculum dcvelopment workshop, RM 
an open-end grant program, ficld trips, pilot program - 
and similar activities. Teachers selected for the sas de 
leadership conference will coordinate various | ME 


environmental education activities in thoir respec- 

tive schools. Under the open-end crant program, . 
students will receive assistance for innovative j : 
environmental education projects. 


12) Cooperative Research Act | IE 
Educational Resources Information Center (ERIC). $ 100,000 
Ohic Stato University , l T i Wm "a 
Columbus, Ohio 


cho ERIC system is nationwide and attempts to 
provids teady 3ccoss to results of exemplary E Ga 
programs, H. arch and development efforts and Rx. eua c. die 
relate tion that can be used in develop-. . ` A nte 


s 4 ` 2 Í $ D — — * 
Se i E * : xdi AT ISO Lus 


E oder 8 S . 


519 


Synergy Projects, FY 1972 -- Page 14 


ing more effective education programs. The 
Center at Ohio State University deals with 
the area of environmental education as well 
as science and mathematics. 


Biological Sciences Curriculum Study 
University of Colorado 
Boulder, Colorado . 


A formative cvaluation of an environnontal 
module for general biology which provides 
techniques for student asscessmont çE biological, 
physical, and behavioral aspects of cnviron- 
mental quality. 


Stanford Research Institute 
Stanford, California 


Environmental education is an area of concern 
of the Education Policy Research Center at 
Stanford Research Institute. Thev have 
identificd environmental pollution as a serious 
world problem that has impacted on societal 
values and which is influencing and can be 
influenced by education. Through analyses of 
alternative futures they have cmphasized the 
significance to ccucation of the environmental 


problems and solutions (alternatives) envisioned. 
* * k n 


13) Higher Education Act, Title I -- Community Service 
and Continuing Education Program d 


University of Arkansas i $ 9,717 

Fayatteville, Arkansas 

Title: Community Workshops for Elimination " Se 
or Control of Environmental Problems | 


The project will alert citizens and officials O $ ‘| 
.in eight: Arkansas cities to, the legal mcans ZN 
common! „. ri bible to protect or improve PE ae ae 
COnvgnat o onouaiecal environmont. The project. 
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team will study enacted local legislation and 
will work with city officials, municipal 
legislators, intorcsted citizons in workshop 
sessions to identify environmental improvement 
goals and appropriate legal administrative and 
cJucational means to their achieveront. 


University of Hartford $ 15,000 
est Hartford, Connecticut 
Titles Hartford Community Environmental 
Education Center 


Three one-week educational retreats will be 

held for community leaders at the 7nivorsity's 
Great Mt. Pores: Camp in northwestern Connecti- 
cut. Follow-up workshops will be gold on 
Saturdays in the Fall. The: purpos: is to 

promote better comnurication among those involved 
in dealing with environmental problems through 
improving their conceptual framework for decision- 
making. 


University of Georgia ) $ 7,000 
Athens, Georgia 
Title: In Pursuit of Clean Water 


The purpose of the program is to bring about an 
environmental consciousness among local and 
State leaders wno are responsible for making 
decisions concerning tho onvironment, to provide 
the leadership and concerned citizcns the 
opportunity to share in seeking solutions to 
water problems. Six workshops on vater Quality 
and Resources will be conducted ir six locations. 
Participants will include concerned citizens, 
industry and business leaders, local and State 
government personnel. 
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University cf Maine ` $ 7,790 
Orono, Mainc - 
Title: Solid Waste Disposal Alternatives 

for Miine Communitics 


The purpose of the project is to acquaint private 
citizens and municipal officials with the solid 
waste management problems and with acceptable 
alternatives ror solid waste mans gement and 
disposal. A series of one-day pl ic meetings 

will be held at four locations in the State. 

The proceedinas of these mectinss will be published 
aend:diszeminatcd. During the same week that the 
Seminars will bo held, three haii-liour T.V. 

programs dealing with solid waste disposal will 

be prepared for later airing on the Mainc Educational 
Television Network. 


University of Massachusetts d $ 11,000 
Amherst, Massachusetts 
Title: The Green River Project 


The project will use university students to train 
citizcns in the Greenfield arca to do basic water 
sampling needed to monitor the Green River. Five 
lecture courses for 75 community zembers will be 
held on tne environmental aspects of the arca. 
Sixteen participants will be furt. trained to do 
basic monitoring. 


^ 


Northeast Mississippi Junior Col lege $ 12,008 

Boonville, Mississippi S 

Title: Environmental Education Program for AR 
Community Leaders . 

The university will hold five day-long seminars | 

throughout thc northcast section ef the State to 

give a brief coverage of environmental problems 

and to promote cnvironmental control practices. 

Two conforenees will also be held for area leaders. 


to meet and discuss mutual envirormental problems. Lodge 
Four W. E : workshops will be conducted on FN i 
campu^ oor Nectheast students, comunity leaders 

and Get or ly orested area adults to provide in- NE EU 
dept). :: —.— Sp 22 ie Local ö ' at - 
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Dartmouth College l $ 12,000 
Hanover, New llampshire > 
Title: Education for Implementation of Upper 

Valley Land Protection ; 


The purpose of the project is to educate land owndrs 
and conuninity officials alona the Connecticut river 
toward understanding how thc»; can protect their 
land from inappropriate development. seminers will 
be held on beth a regional and town basis. 


University of New Wampshire $ 3.668 
Durham, tw 'ianpsahir: - 
Title: Fnvironmenial Picld Day ‘ 


A two-day workshop/sominar will be held to educate 

a broad section or New Hampshire people avout 

natural resource maàn^ogoment at the community level; 

to provide information that will encourage 

examination of specific community environmental 
problems; and to provide a basis for developing 
community resource management policics and procedures.. 


North Carolina State University > ` $ 11,268 
Raleigh, North Carolina 
Title: Environmental Education Program for 

-North Carolina 


North Carolina State University will conduct a 
series of environmental education proqrams directly 
responsive to the previously stated needs of 
environmental activists, electcd officials, 
regulatory board members, developers, financiers, 
and citizens at large. The programs will include 
issue-oricnted workshops, publication of informative 
articles in the N.C.E.E. Newsletter, and implemen- 
tation of an Environmental Spcakers' Bureau 
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Shaw University $ 9,40: 
Raleigh, North Carolina E 
Title: Environmental Education ir; Raleigh, 

North Carolina Area | 


Shaw University will conduct a continuing 

education proqram to communicate t» die adult 
population of tiie Raleigh'arca facts of 
environmental nsollution and proteccion. Available 
scienticic and technical knowlescszs will bea 
dissoninated to private citizens droups, civic, 
governmental, nent tonal and relv:icus 
Organization; chrouch Special semirarcs, workshops, 
night classes, radio=television orvadcasts etc. 


Claman State College $46, 30€ 

Claman, Pennsylvania . 

Title: Institue on Human Ecology ^f Northwestern 
Pennsylvania 


. Claman State College will conduct multi-disci- 
plinary educational programs tor koy community 
agencies and organizations focug irg on the 

. processes or solving key environmental problems 
(both natural and mannade) at the iocal level. 


Indiana University of Pennsylvania $ 40,06 
Indiana, Pennsylvania 
Title: Institute on Human Ecology of 

Southwestern Pennsylvania | 
Four colleges in the arca will work together on 
conducting workshops designed to further develop 
awareness and Xknowlodae about the 2anvironment l 
among community lcadcrs. They will also conduct 
an environmental action program which will serve kN 


as à model of interaction between arca colleges 
and cco-.cidtv group. A Speakers‘ Bureau will be 
Organi owi ei coch colloge. d 
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Parkersburg Community College 

Parkersbury, West Virginia 

Title: Environment; Economics vs. Social 
Concern 


The program is designed to awaken th? public 


interest to the social and cconomic implications 


of environmental pollution through education 
which will foster informed, involvement and 

decision-making pertinent to environmental 

protection. The program will consist of two 
lecture series for interested citizens anda 
two-week seminar for high school and college 
instructors. The latter will address methods 


of integrating ecological concerns into on-going 


classroom activities. 
1 1 dede kkkh 
A varicty of activities similar to those 


described above are being conducted at the 
institutions listed below. The projects are 


boing supported for a second year with HEA Title 


I State grant funds. 


University of Alabama 
University, Alabama 
Title: Education Services for Government 


Employees working with pollution problems, 


water treatment, and other concerns 


Arizona State University 
Tempe, Arizona 
Title: Community Noise Control Program 


Berry College 

Mount Berry, Georgia 

Title: Community Leadership in the Seventies: 
Environmental Consciousness of Adults 


" P 
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University or Missouri $ 6,994 
ransas City, Missouri : 
title: An Envizonmcntal Pollution Control 

Informatien Center 


University of Nevada $ 11,80' 
Bono, llevada 
Titlo: Environmental Studies Program 


University of Nevada 
Lii Vegan, evada , 
Title: Unvironmacntal Studies Program 


M 
— 
LA 
A 
2 
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Dartmouth College $ 10,50€ 
Hanover, New Wampshire 
Title: Contemporary Regional and Social 

Problems, Including Pollution, Drugs, 

Poverty 


' University of New Hampshire $ 10,500 
Durham, New Hampshire 
Title: Resource Newsletter --Managing Our 
Resource Environment 
| 
University of New Mexico $ 15,00C, 
Albuquerque, New Mexico 
Title: Conference on the Continuous Critical 


Problems of Albuquerque, inclucing Impact 
of the Environment 


New Mcxico State University $ 15. co 
Las Cruces, New Mexico 
Title: New Mexico Environmental Institute 


f 
Appalachian State University oe $ 33,000 | 
Booms, tiorth Carolina E t, 
Title: saing *"ducotion in Northwestern North E 
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Westchester State College 

West Chester, Fennsylvania 

Title: The Importance of and Danger to the 
Ecological Cycle of Pennsylvania 


Clarion State College 

Clarion, Pennsylvania 

Title: Institute on Human Ecology of Northwestern 
Pennsylvania — Project NOW 


D 


St; Edward's 

Austin, Texas 

Titles Environmental Seminars: The Ecological 
Basis of Urban Problems in Texas 


University 


Sweet Briar College 

Sweet Briar, Virginia 

Title: Environmental Education for Community 
Leaders 


, 


Western Washington State College 
Bellingham, Washington 
Title: The Future of Puget Sound 


West Virginia Institute of Technology 

Montgomery, West Virginia 

Title: An Action Plan for Dealing with 
Environmental Pollution and other 
Community Problems 


—————————————————————————————————— Á— os 


Subtotal Gs - C 


—— 


$ 59,60» 


$ 46,30« 


$ 21.000. 


$ 15,000 


NE /, projects 
$4,818,640 ! | E 


ern i 
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FY 1972 ENVIRONMENTAL EDUCATION ACT FUNDED PROJECTS 
INCLUDING POPULATION COMPONENTS 


Rough Rock Demonstration School ° $16,000 
Chinle, Arizona 36503 
John Schneider 


Materials for use in Indian Schools and communities will be developed 
based upon the community's environmental problems, including population 
characteristics, fuel production, water and air pollution, solid waste 
management and land erosion. Materials will be written in Navajo and 
English and presented from the viewpoint of Indian tradition and culture. 


Ecology Action Educational Institute $30,000 
Modesto, California 95352 
Cliff Humphrey 


The institute will develop a process curriculum model for community 
education focusing on the county as an ecological system, emphasizing 
the interrelationship of energy requirements, population, food, re- 
cycling, etc. 


Delaware State Department of Public Instruction $15,000 
Dover, Delaware 19901 | 
John Reiher | `, 


The Department, through its multidisciplinary Environmental Advisory 
Committee Task Force, and the Delaware Conservation Education Association, 
will assist public and private organizations develop curriculum materials 
for formal and non-formal use. The conceptual scheme of the University 
of Delaware's population curriculum study will serve as the content 
framework in the materials. 


Dade County Public Schools $43,000 
Miami, Florida 33156 l 
Tee Greer 


The public school system will establish an environmental education 
center to facilitate the study of the urban environment by secondary 
students, teachers, and citizens of the community. A focal subject 
for the Center will be the population dynamics of the urban environ- 
ment and the various consequences for urban residents. 


National Association for Environmental Education $40,000 
Miami, Florida 33156 
F. Mines 


In cooperation with secondary education personnel from around the U.S., 

the Association will develop an environmental studies curriculum, Man 

and Environment. A primary section of this curriculum will be devoted 

to population as a key factor in the interrelationship of man/environment.  ' 
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Florida State University $20,000 
Tallahassee, Florida 32306 
Rodney Allen 


The university will design, produce and evaluate 12 instructional units 
and accompanying teacher guides in humanistic education, focused on the 
ethics of man-land-nature relations. 


Pacific and Asian Affairs Council $9,500 
Honolulu, Hawaii 96822 
James Narpstrite 


The Council will work closely with high school students to develop a 
curriculum for community education, dealing with issues of major 
importance to the environment of islands, particularly the relation- 
ship of population growth and its consequences to Hawaii. 


Morehead State University $18,000 
Morehead, Kentucky 40351 
Jerry Howell 


The university will develop and disseminate, through student projects, 
reference and resource materials addressing the major causes and con- 
sequences of local environmental conditions. The specific target groups 
will include public schools, local businesses, and civic organizations. 


Foresta Institute $5,500 
Carson City, Nevada l 
Richard Miller 


The Institute will conduct a series of seminars for representatives of 
community, business, industry, and education to investigate topics of 
local and regional concern, including population dynamics, energy needs, 
water demands and pollution. 


Wisconsin Vocational, Technical and Adult Education $7,000 
District #18 

New Richmond, Wisconsin 54017 

Arthur Cothran 


The "Advotech" District will conduct 25 environmental studies seminars 
and workshops in five cities and villages for public employees engaged 
in waste treatment plant operations. One of the main topics to be 
&ddressed will be the relationship of population phenomena to the need 
for and alternatives in waste treatment. 
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Alexis DuPont School : $13,000 
Thomas S. Hounsell, Director 

Population Environment Project 

Greenville, Delaware 19807 


A curriculum development workshop for 20 individuals to prepare population 
environmental studies material for the school district's multidisciplinary 
K-12 curriculum with an objective of individualizing the total curriculum 
as related to population environment concepts. 


Indiana University Foundation $35,000 
Jerry L. Brown, Director 
Bloomington, Indiana 47401 


Development and evaluation of a 12th grade instructional unit on population- 


environmental affairs. The material is designed for use by schools 
throughout the country. 


University of North Carolina, Chapel Hill $20,000 

Art Hurow, Director 

UNC Chapel Hill, N. C. 27514 ` 
Development of two experimental inservice teacher training courses in 
population education. The courses will make use of population education 
curriculum materials being developed by the university and will be 
offered through the statewide system of community colleges. 


Pargo-Moorehead Chapter $4,000 
Zero Population Growth 

David E. Walsh, Director 

Fargo, North Dakota 58102 


The Fargo-Moorehead Chapter of Zero Population Growth will conduct a 
pilot project designed to disseminate the effect of man's activities 

and life style on the environment to the rural population in North Dakota 
&nd northwestern Minnesota by establishing environmental booths and 
exhibits at state and county fairs. 


University of Cincinnati $5,000 
Judity Schultz, Director ; 
Cincinnati, Ohio 45236 


The University of Cincinnati will develop and implement & one-quarter 
in-service training course on population education for 35 junior-senior 
level teachers. The project will utilize an interdisciplinary approach 
to population education. The course will be team taught by specialists 
in history, political science, biology, and sociology. Emphasis will be 
upon factual information and the development of classroom applications 
within various disciplines. 


HARRISON A. WILLIAMS, JR., N.J., CHAIRMAN 


JENNINGS RANDOLPH, W. VA. JACOB K. JAVITS, N.Y. 
CLAIBORNE PELL, R.I. PETER M. DOMINICK, COLO. 
EOWARD M. KENNEDY, MASS. RICHARD $. SCHWEIKE R, PA. 
GAYLORD NELSON, WIS. ROBERT TAFT, JR., OHIO 


WALTER F. MONDALE, MINN. J. GLENN BEALL, JR., MO. e 

. pt mee United Stales Senate 
ALAN CRANSTON, CALIF. 

HAROLD E. HUGHES, IOWA 

WILLIAM D. HATHAWAY, MAINE COMMITTEE ON 


LABOR AND PUBLIC WELFARE 
STEWART EK. MCCLURE, STAFF DIRECTOR 
ROBERT E. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 


May 14, 1973 
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Comnento a Dr. John J. Billings made at the request of fr. Aan Cranston, 
sub-committee on llunan. Resources, United States Senate, 
e 


Tot June, 1973 


fly name Za John J. Billings. J am a Legally qualified medical practitioner 
residing at 360 Cothan Road, Kes, 3101 and practicing medicine ao a Consultant 
Physician Neurologist at 141 Grey Street, East lieLbouene, 3002, in the state of 
Victoria, uu . J om a member of the iuctralian iiledical Association, 
a Fellow of the Royal Australasian College of Physicians and a iiember of its 
Council, a Fellow of the Royal College of l'luya4cXano of London, and a member of 
the ‘uctraalian Association of Neurologists. J represent the Royal H 
College of Physicians on the National Health and iiledical Research Council of. 
fuctaalia and an Chairman o} the liiedical Research Advisory Committee of the 
Rational Health and Iedical Research Council. J hold the post of Honorary 
Consultant Neirologiot to St. Vincent's Hospital in lieLbouxne, and Physician 
in Charge of the medical clinic, Royal Victorian Eye and Ear Hosnital. During the 
past 20 years J have been interested in the subject of natural family, planning and 
am Senior Consultant to the FU Planning Clinic, Department of Community 
lledicine, St. Vincent's Hospital He. 


Jt Za with qreat pleasure that J accent the invitation to offer a gu n 
to the Chairman and iienbers of the lluman Resources Sub-committee, and J should 
dike to place my “ratitude on record. J am grateful also for having received 
a co uy of the monosed Bill (Senate Bill S. 7708) and of the teo tanonag of 
lns. Therese D. Siller given on Lou 10, 1973. 


lly involvement in natural fanily planning arose out of my. adherence Zo 
the Catholic religion. At first we concerned ourselves with the need to mouide 
an effective solution for the mprollems of those married people who refude, ao a 
matter of conscience, to use any. orm of artificial contracention. Contrary. to the 
expectations of many people five to ten years ago, interest in the natural 
methode hae increased ao newer techniques have been developed and ae the idl-effects 
that o0 often follow the use of artificial methods have been more widely 
ap rzeciated, Apart from the individual problems which are encountered in the ' 
affluent Jestern societies, increasing difficulties have arisen in the dapltnentation 
o£ birth contrak programmes in the developing countries involving contracentive 
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aedication, intrauterine devices, oterilication and abortion. There io auch 
greater resistence to contraceptive medication, the various Loopa and to sterilisation 
dn the developing countries than elsewhere, IU the we of abortion ae a method 
of control of population is repudiated by the aajority of people in almost every 
country. 

R natural aethod of family planning do, by accepted definition, one which takes 
advantage of the biological fact that women are infertile {or acot of the tine 
| throughout the dh eZ period of their Lives. Even when allowance is made for 
| 
| 


| 
| 
| 
| 


survival of the husband's papera cello, an act of sexual intercoursce io incapable 
of causing pregnancy on the majority of dayo in every menstrual cycle. M using 
| a natural method the act of intercourse reaaine conpletely notaaL. 

Excluded therefore from the definition of a natural aethod are coitus 
'| interruptus, condome, contraceptive creams, diaphragma, contraceptive medication, 
intrauterine devices, iaauntoation against spermatozoa, medical or surgical 
sterilisation and medical or surgical abortion. 

Artificial contraception dependo upon one o£ two posoille aethodo :- 

(1) A derangement of the act of intercource, e.g., by the use of condome etc. 

(2) A biological derangement of either the male or the female, o that the normal 
act of intercource failo to cause conception, or effects abortion following conception. 
Any method which prevents the continuation of pregnancy after conception is 
not strictly a "contraceptive" method at all; however sterilisation and abortion are 

aloo techniques which depend basically upon a physical dictuption. 

Jt 4e ay view, ao a matter of common sense, that artificial contraception, 
oterilivation and abortion will always prove to be physically harmful. There Ze 
available in the biological order the opportunity to regulate du and it de 
the puroult of thio knowledge which should be the fundamental aim of all family 
planning programmes. 

In the early yearo of our work we used the Rhythm liethod, in which calculations 
based on observed variations in cycle Length are wed in an effort to predict the 
disposition of fertile dayo in subsequent cycles. Later the Temperature Rethod 
was introduced and a combination of Leaperature and rhytha. ALL of these methode 
have serious weaknesoes, and have no real hope of widespread application in the 
‘developing countries. Our own otudieso were directed to the elucidation of a 
technique which would give reliable warning of the approach of ovulation ae well 
(ae an indication of ite occurrence and in this we were attracted to a study of the 
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cervical mucus syaptomg We were accicted by certain distinguished medical 

aesearch scientists, notably Profeccor J.B. Brown of the Melbourne liniversity 
Department of Abetetrice and Gynaecology at the Royal Woment's Hospital, Melbourne 
and De. Henry Burger, Executive Director of the Medical Research Centre, Prince | 
Henry's Hoopltal, Melbourne in the Department of Med e, of Monash University. 
Method and ite suboequent rzefinenent. 

The Ovulation Method io laced upon the fact of the occurrence of fertility 
in a woman 4e always accompanied Ju the secretion of a particular type of . 
aucus fron the glando of the cervix uteri. Every woman who inkapable of bearing 
children io familiar with this symptom, though few have previously underotood ite 
aignificgnce. There 4o a mounting body of evidence from both human and animal 
otudies that fertility in the woman depends not only upon ovulation but also upon 
the presence of a satisfactory mucus which assioto conception. The evidence 
includes studies of infertile women, fluctuations in fertility including the 
decrease in fertility with age, the influence of certain steroid chemicale such 
as the "mini-pill”, oloervations of orerm oursvival time, one transport etc. 

By chemical monitoring of menstrual cycles, with measurzenents of pituitary 
and o@arian hormones the scientific foundation of the ovulation method io firaly 
established. The account which wao oul/iched in the Lancet (Lancet 1972,1,282) io 
a omaLL proportion of a vaot volume of work which hae extagded over nany years 
and involved hundxedo of women and several thousand investigations. Subsequently 
the UvuLation Method was subjected to clinical trial in the iclande of Tonga in 
the Pacific in circumstances where it had been. freely predicted that a natural 
method could not hope to succeed. The success of the method wao the subject of a 
further Lancet article (Lancet 1972 11,873). 

There 4e now world-wide interest in the Ovulation llethod and there has been 
consideralle research into the most satisfactory organivation of teaching. Me 
outstanding advantage is that when a woman hae Learned it she can teach it to 
other women, while the application does not require prolonged supervision. The 
saving in medical manpower could be inestimable, once coBrdinated teaching programmes | 
were organised., de have found by practical experience that women make the best 
teachers, and that it is not necessary for the woman to have had medical training. 
Nen axe at a disadvantage ae teachers because then have no Zitat hand experience of 
the eymptonp, for which even the observations of a gynaecological examination are 
a poor eubetUtute. practical details can be found in the references which 
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Amongst the advantages of the Ovulation Method are ite canacity to help 
those married couples with apparent infertility to achieve pregnancy, Uy 
directing attention to the most fertile day of any fertile cycles which occut, in 
dime for the information to be wed to advantage. The knowledge that the method 
can be used in thio way greatly increased interest in it, gad makeo it auch more 
readily acceptable, eopecially in the developing countries. 

Another advantage C that by teaching a woman her H phyoiology she 
will always anpreciate the possibility of pregnancy df intercource occuro at a 
particular time; armed with thio knowledge she will need no other provicion to 
protect her from an unwanted pregnancy. 

The Ovulation Method do specific, having reference not only to ovulation but 
also to the physiological phenomena critical to the achievenents of conception. 
Jt does not depend at ali upon regularity of the menstrual cycles. Jt io able to 
be understood and applied successfully Ly women of a Low standard of intelligence 

| and educatton: Jt do inexpensive to teach and to use, women readily Learning to 
teach it to one another. 

Another consideration which explains the acceptability of the Ovulation Method 
TCT 
security to a marriage by demonstrating the capacity of each partner to control the 
| sexual inclination for the sake of the other partner and for the good of the family. 

The only AA of the Ovulation Method and other natural methodo which 
warrants serious consideration de the criticion do that the husband and wife remain 
free at all time to discontinue the we of the method, or to become caxefeoos in ite 
application. Some demographers would even have ue count pregnancies which result 
from thio freedon of decision ae "failures". They are of course not failures of any 

| kind, and the occurrence of these pregnancies will remain ao a guarantee of a 
| fundamental freedoa which will ensure a high Level of acceptance and a high 
, continuation &ate in those populations amongst which effective teaching 4e 
| provided, 3 
| Our practical teaming Loth in Australia and overseas highlights one essenbial 
, ingredient of the teaching programme. Jt io that the teaching of the Ovulation 
| Method be completely separated from the teaching of other methods of contraception. 
, Mly those people who are dedicated to the successo of natural methodo proved to 
be ouccesoful teachers, and what hae been called the "cafeteria" attitude io to 
be de c in the individual teacher. 
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The idea of the ovulation method 


Evelyn L. Billings and John J. Billings 


e OVERVIEW. This article explains the prin- 
ciples of the Ovulation Method of family planning 
and its practical use. The method is different 
from the Rhythm Method and the Temperature 
Method. The Ovulation Method does not suffer 
from the drawbacks of these methods and is 
based on the fact that the occurrence of fertility 
in a woman is always accompanied by the secre- 
tion of a particular type of mucus from the cervix. 


There has been a considerable increase in interest 
in natural methods of family planning in recent years, 
probably for the following reasons: 

1. Growing disenchantment with current methods ‘of 

contraception. 

2. Refinement of techniques for measurement of hor- 

monal levels in blood and urine, to provide verifi- 
cation of the natural indications of fertility. 
The somewhat belated acknowledgement of the 
fact that there are millions of individuals who will 
never use any but a natural method of family 
planning, 

Problems of rapid population growth, especially in 
areas where economic resources are limited, are a 
reason for assistance in the promotion of competent 
instruction in natural family planning. There will be 
even greater resistance to abortion programmes than 
there has been to contraception, whatever hopes some 
people may have for abortifacient medication, such as 
the prostaglandins. 

It is certainly desirable that all medical practitioners 
be reliably informed about techniques of natural 
family planning. They will ordinarily be consulted by 
people of many different religions and varying opinions 
on morality, and will have respect for the conscience 
of their clients as they will expect others to have 
respect for their own. It is also important for them 
to be well-informed on this subject, so that they will 
pot lose credibility in other areas in which their opinion 
and advice may be sought. 

The natural methods of family planning depend 
upon the biological fact that women are not constantly 
fertile. In fact, even when allowance is made for the 
to St. Vincent's Hospital, Melbourne, and Physician-in-Charge 
x 5 Clinic at The Royal Victorian Eye and Ear 
Evelyn Billings, MB, BS, DCH, is clinical assistant to the 
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survival of the husband's sperm cells within the wife's 
body, it is certain that the act of sexual union on a 
majority of days in cach menstrual cycle cannot cause 
conception. The use of only the infertile days for the 
expression of love in the sexual relationship will there- 
fore enable pregnancy to be avoided; the use of drugs 
and instruments is avoided, and the act of intercourse 
itself is normal. 

It is the occurrence of ovulation which determines 
the disposition of the fertile days within the menstrual 
cycle. Earlier fears of separate episodes of ovulation 
on different days within the cycle have been without 
substance, and it is now known that even should 
multiple ovulation occur, these ovulations occur in 
close proximity; there is only one ovulation day in 
each cycle. It is also known that ovulation results 
from a complex series of events involving a delicate 
balance between the hypothalamus, the pituitary gland 
and the ovaries, and that ovulation cannot occur un- 
expectedly; thus, for example, it cannot be precipitated 
by emotional shock or the sexual relationship. 


Earlier natural methods 

The Method. For many years an attempt 
was made to predict the location of ovulation within 
the menstrual cycle, by calculations based on observed 
variations in the cycle length of the particular woman. 
This was the Rhythm Method. Many people found 
that the Rhythm Method solved the problems they 
had encountered in the regulation of births, and a 
number of the reported failures of the Rhythm 
Method were the result of inaccurate teaching or 
faulty application. However, the Rhythm Method has 
certain inescapable weaknesses. Most obvious of all 
is the need for the length of the menstrual cycles to 
remain within the range on which the predictions have 
been based. Allowance for wide variation makes the 
method unduly restrictive. of the freedom for sexual 
intercourse, and in any case can provide only for 
limited irregularity. Theoretically, the problem could 
be solved either by imposing regularity upon the 
woman by medication, or by abandoning the Rhythm 
Method in favour of one which does not require regu- 
larity; the former has been attempted without success, 
and is obviously undesirable in that it is likely to re- 
quire the continuing medication of bealthy women 
over many years. 

Another problem of the Rhythm Method arises from 
the fact that uterine bleeding may occur in association 
with ovulation, and be mistaken for menstrual bleed- 
ing. Needless to say, such a mistaken interpreta- 
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tion of the significance of the bleeding could lead to 
the use of days for intercourse at the most fertile time 
of the cycle, even though the intention had been to 
avoid pregnancy. Another problem is that during lac- 
tation. ovulation may resume bcfore any menstrual 
bleeding has occurred; in such a case there would have 
been no reference point in relationship to which days 
of possible fertility could have been anticipated. 


The Temperature Method. The introduction of the 
Temperature Method marked an advance in natural 
family planning because the Temperature Method has 
its reference to the occurrence of ovulation. The 
method depends upon the usual happening of an ele- 
vation of the body temperature following ovulation, 
ie. the record of daily temperatures defines, and can 
only define, days of infertility in the post-ovulatory 
phase of the cycle. 

Like the Rhythm Method, the Temperature Method 
has been of notable service to many married people. 
Again. however, it has inescapable defects which must 
be recognised so that rational efforts can be made to 
overcome them. These defects include the lack of 
specificity of the body temperature, which is subject 
to disturbance by influences which have no connection 
with ovulation. Experience has shown that the time 
relationship of the shift of temperature to a higher level 
and ovulation is imprecise, the rise of temperature 
sometimes occurring before ovulation, or sometimes not 
until several days after ovulation; occasionally ovula- 
tion is not reflected in the temperature record at all. 
The taking of the temperature, the reading of the level 
accurately, the keeping of the record and its interpreta- 
tion all admit the possibility of error and discourage- 
ment. These considerations, with the expense and the 
need for continuing supervision. especially in those 
communities where illiteracy exists, and amongst the 
less intelligent women of all communities, provide such 
logistic problems as to make the widespread applica- 
tion of the Temperature Method impracticable. It is 
particularly in those communities of developing coun- 
tries of the world which have the greatest need that a 
simpler method is required. 


Most important of all, however, in the general con- 
siderations of the deficiences of the Temperature 
Method is the fact that it gives no information about 
the approach of ovulation. It fails to define the in- 
fertility of anovular cycles, which all women experi- 
ence from time to time. Many of the most anxious 
women requiring help are those approaching the meno- 
pause; at this time it is common for ovulation to 
occur very irregularly, both ovulatory and anovular 
cycles are encountered, and there is considerable varia- 
- tion in the length of the cycles; in these circumstances 
the temperaturc record provides little or no informa- 
tion, and is a source of frustration and disappointment. 


During lactation there may be a resumption of 
ovulation, with return of fertility, without the warning 
of menstrual bleeding beforehand, as has been men- 
tioned above. Knowledge of this has caused many 
exponents of the Temperature Method to persuade the 
mothers to wean the babies, in the hope that ovulation 
will soon occur. It can be objected that not only does 
this expectation prove to be unfulfilled in many cases, 
but also it is regrettable that a method should be 
recommended which results in the denial to the child 
of the nourishment best suited to its necds. 


e Difficulties have been encountered with the 
Rhythm Method and the Temperature Method 
which make these methods unsatisfactory for 
many. The Ovulation Method however is suitable 
for all women. it depends upon observations of 
the quality and quantity of cervical mucus during 
the cycle. 

Following menstruation, most women have dry 
days without mucus, which are safe days; then 
several days when a sticky, cloudy mucus :s seen 
after which clear, slippery mucus occurs. Ovula- 
tion takes place just after the last day on which 
this clear slippery mucus occurs and if inter- 
course is avoided during the time mucus is pre- 
sent and three days after the disappearance of 
clear slippery mucus, pregnancy can be avoided. 


The ovulation method 


The considerations set out above have led to the 
development and subsequent refinement of the Ovula- 
tion Method, 138 which is based on the fact that the oc- 
currence of fertility in a woman is always accompanied 
by the secrction of a particular type of mucus from the 
glands of the cervix "7. This observation is not new; 
in fact it was a search of the scientific literature for à 
satisfactory marker for ovulation that led to its adop- 
tion as a matter for study, and we acknowledge the 
important scientific studies which preceded our own 
work. Additionally, however, it became evident on 
enquiry that the presence of this mucus is apparent to 
women themselves, the observation of the physiological 
symptom is commonplace. 

If à man is to make a success of teaching the Ovula- 
tion Method he will have to remember that he is 
describing a symptom. * Lacking first-hand knowledge 
he will need to learn the patterns of description which 
women use and which they understand. If he does 
this, he will be surprised to find that 9 women out of 
10 after hearing an accurate description of the symp- 
tom for the first time will be able to record the details 
of a cycle correctly and that it will only be the re- 
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mainder who require more painstaking instruction and 
encouragement. A woman can commence charting im- 
mediately, taking the cycle at whatever point she is for 
the moment located and following it through to the 
menstrual period. It is recommended that she chart a 
cycle without any sexual contact in the first instance, 
so that she will not be confused by the effect of inter- 
course, with experience of the normal symptom no 
confusion will occur in the future. 

In the teaching it is worthy of emphasis that all 
women have infertile cycles from time to time, when 
the normal ovulatory pattern of mucus will not occur. 
The amount of mucus varies from woman to woman, 
and the time of the maximum secretion is met to be 
regarded as the time of maximum fertility. There 
should be concentration upon the appearance of the 
mucus, and what is more important, the physicial 
sensations produced by its presence and by its ab- 
sence. Thus, a fertile menstrual cycle can be described 
in the following way:— 

L The menstrual period. 

2. The "dry days" which will occur after the ces- 
sation of the period, provided that the cycle is not 
unusually short, with an early ovulation. The dry 
days are recognised by a positive sensation of dryness 
of the vulva. Needless to say, the interior of the 
vagina is always moist, and self-examination of the 
vagina is not required nor advised. 

3. The mucus days. Commencement of the mucus 
is recogniscd by the disappearance of the sensation of 
dryness. Within a day or so the mucus is sufficient in 
amount to be seen, and at this stage will be observed 
to be cloudy, white or yellow, and to have a sticky 
consistency. 

4. As the time of ovulation approaches the mucus 
becomes more transparent, and elastic so that it will 
stretch without breaking (the spinabarkheit). As the 
symptom reaches its peak, the mucus will produce a 
definite lubricative sensation which the woman will 
notice in the course of her normal activities, at this 
stage the mucus is slippery and facilitates intercourse. 
Someumes this "raw egg-white” mucus persists for 
two or three days and the last of these days is recorded 
as the peak. On subsequent days the mucus reverts to 
its cloudy and sticky characteristics. The peak symp- 
tom has been shown to occur approximately 0.9 days 
before ovulation, and marks the day of maximum 
fertility in the cycle, a practical point which can be 
very useful to those couples who have had difficulty 
in achieving pregnancy. 

A The interval of about two weeks which elapses 
between the peak symptom and the subsequent men- 
strual period. In some cases the mucus persists or 
recurs during these days, but has the “non-fertile” 
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attributes of cloudiness and stickiness; it is not long 
before a woman will know that this mucus is nothing 
like the mucus indicating possible fertility. 


e The effective use of the Ovulation Method 
depends upon the careful teaching of the 'mucus 
symptom’. Women usually do this better than 
men. Literature and diagrams are available from 
family planning clinics. 


During the past two years we have made a careful 
study of teaching methods and believe that there are 
two essentials for success: 

(1) The intimate detail of the mucus symptom is 
to be taught by the women themselves to one another. 

(2) The woman under instruction must keep a 
daily record of the cycle, marking at the end of cach 
day whether it has been a day of the period, a dry day 
or a mucus day. This record must be kept completely 
separate from any other record such as that of tbe 
temperature. We have adopted a technique which was 
devised in Latin America using a leaflet and tiny 
coloured stamps, red for the period, green for dry 
days, and white stamps bearing the imprint of a baby 
for mucus days.* The daily record not only trains the 
woman in the interpretation of her own pattern, it 
provides a visual record which enables the teacher 
to appreciate at once how well the woman has under- 
stood the instruction. 

Confirmation of the recognition of the peak symp- 
tom is provided by the occurrence of the menstrual 
period approximately two wecks later. Theresfier the 


known to be infertile days (Sce Figure 1). 


The application of the method 


Our recent studies in Melbourne have included two 
groups who had previously presented difficult. prob- 
lems, that of women approaching the menopause, and 
that of women who have been anxious to breast-feed 
their infants. The Ovulation Method has proved to 
be successful in both these groups and the results are 
being reported. The Family Planning Clinic in the 
Department of Community Medicine at St. Vincent's 
Hospital, Melbourne and similar clinics in Sydney are 
concentrating on the training of women to become 
teachers of the method. Already a number of teachers 
from developing countries have been trained and the 
application of the method in the islands of Tonga has 
been the subject of a special report. * 

The fallacy that a combination of the natural various 
methods offers greater security than the Ovulation 
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A sensation or feeling of dryness 
around the genital area. The number 
of such days may vary in each cycie. 
They may be many in a tong cycle 
but few. if any, in a short cycte. 


Figure 1. The safe period based on the mucus symptom. 


Method alone must be repudiated. The Ovulation 
Method is applicable throughout. the reproduction 
period of life, in all circumstances. To submit it to the 
judgement of the temperature. record. would be to 
reduce it to A post-ovulatory technique and thus pre- 
vent the Solution of the problems of long cycles. ano- 
vular cycles, breast fecding, the pre-menopausal years 
and so on. Furthermore practical. experience over 
many years has shown that the “combined methods” 
become the Temperature Method. and confidence in 
the mucus symptom is never established because the 
teaching of the symptom tends to be completely in- 
adequate. The idea of checking one method with the 
other proves to impose a handicap, a "check" indeed, 
but in the other sense of the word. 

Onc of the gratifying results that has been ob- 
tained has been the willingness of the husbands to co- 
operate. There are a number of reasons for this, an 
important one being the appreciation by the husbands 
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that their wives understand the method very well and 
feel secure in its use. Uneducated people. people 
living in poverty. even women who are unintelligent 
can use the method successfully. 


e SUMMARY. This paper describes and ad- 
vocates the Ovulation Method which has been 
shown to be satisfactory for all women because 
its implementation depends upon the observation 
of the mucus symptom which is related directly 
to the occurrence of ovulation. The ovulation date 
can be determined with ease and if intercourse 
is avoided during the days on which mucus oc- 
curs and for three days after the peak of the 
mucus symptom, pregnancy can be avoided. The 
need for adequate instruction in this method is 
stressed. 
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June 5, 1973 


Honorable Caspar W. Weinberger 
Secretary 
Department of Health, Education, 


and Welfare 
330 Independence Ave., 8. . 
Washington, D. C. 20201 
Dear Cap: 


During hearings on 8. 1708, the proposed “Family Planning 
Services and Population Research Amendments of 1973 

number of suggestions were made to amend section 1805 or 

the Public Health Service Act-- mich currently prohibits the 
use of title X funds in programs where abortion is a method 
of family planning--as follows: to prohibit abortion referral 
and counseling; and to prohibit sterilization procedures in 


programs supported by funds from title X. 


CVVT to the American Law Diviaion 
of the Library of Congress asking for an opinion on the 
constitutionality of such amendments in view of the oar 


Court abortion ruling earlier this year. 


Attached is a copy of the response from the American Law 
Division. I would appreciate the Department's comments oa 

this analysis, including & legal opinion from the H. B. .: - me 
Generel Counsel. o s UR 
With beat wishes, 


Sincerely, 


Special Subcommittee on 
Human Resources 


COPY 


Enclosure 
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RUV THE LIBRARY OF CONGRESS 
„ Congressional Research Service 
WASHINGTON, D.C. 20540 


May 17, 1973 


To: Labor and Public Welfare Committee 
Attention: Ns. Ringwalt 


From: American Law Division 
Subject: Constitutionality of Proposed Amendment to Title X of 


the Public Health Service Act (84 Stat. 1506)(42 U.S.C. 
$300a-6) so as to Prohibit Abortion Referral and Counseling. 


This will refer to your inquiry of Nay 11, 1973, relative 
to the above subject, Specifically, you ask us for our analysis of 
the constitutionality of a proposed amendment to that portion of Title X 
of the Public Health Service Act which currently appears at 42 U.S.C. 
$300a-6 and reads as follows: | 


§ 3002-6. Prohibition against funding programs usin l 
abortion as family planning elbe e . 


Mone of the funds appropriated under this sub- 
. chapter shall be used in prcgrams where abortion is 
@ method of family planning. (July 1, 1944, ch. 373, 
title X, $ 1008, as added Dee. 24, 1970, Pub. L. 91-672, 

$ 6(c), 84 Stat. 1503.) ! 


Ás we understand your inquiry, the proposed amendment to 
the above provision would prohibit the use of federal funds to support 
abortion referral and counseling. We now provide our analysis of the 


constitutionality of such amendment. 
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It is well settled that Congress may reasonably condition 
the receipt of federal monies.  "[B]eyond challenge is the power of 
the Federal Government to impose reasonable conditions on the use of 
federal funds, federal property, and federal privileges." Ivanhoe 
Irrigation District v. McCracken, 357 U.S. 275, 295 (1958); See also 
Oklahoma v. Civil Service Commission, 330 U.S. 127, 143 (1947) and 
King v. Smith, 392 U.S. 309, 333 n. 34 (1968). Thus, "unless barred 
by some controlling constitutional prohibition", King v. Smith, supra, 
2 condition restricting the use of federal monies so as to exclude the 
funding of abortion referral and counseling appears valid. 

It may be, however, in light of the abortion decisions of 
the United States Supreme Court in Roe v. Wade, 93 S. Ct. 705 (1973) ` 
and Doe v. Bolton, 93 S. Ct. 739 (1973), that such a condition, as 
proffered in the proposed amendment, is constitutionaily suspect, That 
is to say, inasmuch as a woman now enjoys a right of privacy which "is 
broad enough to encompass [the] decision whether or not to terminate 
her pregnancy", 93 S. Ct. 727, it may be argued that to deny her — 
to abortion referral and counseling limits that right and abridges the 
constitutionally protected decision "whether to bear an unwanted child", 
Roe v. Vade, 93 S. Ct. 756, 759 (Douglas, J., concurring); compare 
Eisenstadt v. Baird, 405 U.S. 438, 453 (1972), as well: as 
the right, in conjunction therewith, "to care for one's health and person". 
93 S. Ct. at 761 (Douglas, J., concurring). It may similarly be argued 


that the decision in Do2 v. Bolton, striking down Georgia's statutory 
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requirements that a woman seeking an abortion acquire the affirmance of 
authorities other than her personal physician, 93 S.Ct. 748-751, inveighs 
against legislatively erected impediments to the receipt of an abortion. 
Denying abortion referral and counseling may constitute such a prohibited 
impediment. 

It may also be argued that the federal government, once it 
undertakes to fund family planning services generally, may not, consistent 
with equal EE principles, deny the funding, specifically, of the 
family planning services of abortion referral and counseling. See Harper 
v. Virginia Board of Education, 383 U.S. 663, 665 (1966) (once the state 
extends the opportunity to vote to the electorate, "lines may not be 
drawn which are inconsistent with the Equal Protection Clause of the 
Fourteenth Amendment."). With the voiding of state statutory restraints 
on the dissemination of birth control devices in Griswold v. Connecticut, 
381 U.S. 479 (1965) and Eisenstadt v. Baird, 405 U.S. 438 (1972) and the 
seening elevation of a personal abortion decision to the level of a con- 
stitutional right in Roe and Doe, it is. questionable whether denying 
funds to abortion referral and counseling services while funding other 
family planning practices serves a valid state interest. As the Supreme 
Court in Reed v, Reed, 404 U.S. 71, 76 (1971) explained: 

“A classification must be reasonable, not arbitrary, and 

must rest upon some ground of difference having a fair 

and substantial relation to the object of the legis- 


lation, so that all persons similarly circumstanced 
shall be treated alike". (Citations omitted.) 


CRS-4 


To the extent that indigent women would be deprived of 
otherwise available abortion counseling if such activity is excluded from 
funding by the proposed amendment, it may be argued that equal protection 
precepts are violated in that poor women are precluded by state action 
from receiving the same necessary abortion counseling services that are 
available elsewhere to women of means, In Klein v. Nassau County Medical 
Center, 347 F. Supp. 496 (E. D. N. T. 1972) appeal docketed 41 U. S. L. u. 3298 
(U.S. November 11. 1972) (No. 72-745) and 41 U. S. L. VW. 3331 (U.S. December 12, 
172) (No. 72-803) and sub nom New York State Commissioner of Social Services 
v. Klein, 41 U. S. L. V. 3314(U.S. December 5, 1972)(No. 72-770) a three-judge 
federal court held that a refusal of the New York State Commissioner 
of Social Services to include "elective abortions not medically indicated" 
within the scope of those medical practices funded by "Medicaid", "den[ied] 
indigent women the equal protection of the laws to which they are consti- 
tutionally entitled." 347 F. Supp. 500. Commenting on the disparity in 
services available to rich and poor women, the court noted. 

...Other women, able to afford the medical cost 

of either a justifiable abortional act or full 

term child birth, have complete freedom to make the 

choice in the lightof the manifold of considera- 

tions directly relevant to the problem uninhibited 

by state action. 


Id. While Klein admittedly involved different facts including admin- 


istrative action and an element of statutory interpretation, the issues 


involved, namely, the constitutionally fatal practice of non-funding 
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abortions in Klein and the question of the non-funding of abortion 
referral and counseling are not, arguably, unrelated. 

As a final position, one may argue that the failure to fund 
abortion referral and counseling "contract[s] the spectrum of avail- 
able knowledge" in a manner prohibited by the First Amendment, Griswold 
v. Connecticut, 381 U.S. 479, 482 (1965), thus denying a woman a similar- 
ly protected "right to receive” information of a fundamental interest. 
Id. Similar information was found protected by the First Amendment in 
Atlanta Cooperative News Project v. United States Postal Service, 350 
F. Supp. 234 (N.D. Ga. 1972) where a three-judge federal court declared 
39 U.S.C. $3001 (a) unconstitutional to the extent that it rendered non- 
mailable information 

.. here or by whom any act or operation of any kind 

for the 5 cp or producing of abortion will be 

done or performed, or how or by what means abortion 

may be produced... 

350 F. Supp. 239. See also Mitchell Family Planning Inc. v. City of 
Royal Oak, 335 F. Supp. 738 (E.D. Mich. 1972)(District Court invalidating 
on First Amendment grounds, a Michigan ordinance used to prohibit bill- 
board advertisements giving information about New York abortion services); 
but see Bigelow v, Commonwealth, 213 Va. 191, 191 SE 2d 173 (1972) 
appeal docketed 41 U.S.L.W. 3378 (U.S. January 1, 1973) (No. 72-932) 
(State Supreme Court upholding state criminal prohibition against pro- 


viding information to “encourage or prompt the procuring of abortion.") 
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In summary, it may be anticipated that oponents of the 
proposed amendment may subject it to constitutional attack on a 
variety of grounds, including that it acts (1) as an infringement of the 
abortion rights assertedly enunciated in Roe v. Wade and Doe v. Bolton, 
(2) as a violation of equal protection principles and (3) as an infringe- 
ment of the First Amendment. In the absence of prior judicial decisions 
precisely on point, we intimate no opinion as to the success or failure 
of any of these approaches. 

We do note, however, that by the proposed amendment, Congress 
neither (1) prohibits a woman from receiving an abortion nor (2) 
prohibits the receipt, by alternative means, of abortion referral and 
counseling. We also note that the Supreme Court took care to explain 
that its decision did not give a pregnant woman "an absolute constitutional 
right to an abortion on her demand." Doe v. Bolton, 93 S. Ct. 739, 746 
(1973); see also Roe v. Wade, 93 S. Ct. 755, 756 (1973) (Burger, C.J., . 
concurring). 

In light of the fact that Congress, by the amendment, does 
not appear to be overtly and directly limiting the abortion decision 
and the fact that it does not appear that a woman, as yet, has an un- 
qualified constitutional right to an abortion, and, presumably, abortion 
referral services, therefore it may very well be that the proposed 
amendment is not unconstitutional, but merely a8 legitimate condition to 


the receipt of federal funds. 
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me ultimate question, however, remains for the courts to 
decide. 


If we can be of any further assistance, please call. 


EN p 
— be Sanger 


John D. Sargent 
Legislative Attorney 
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THE SECRETARY OF HEALTH, EDUCATION, AND WELFARE 
WASHINGTON, o. C. 2020 


Honorable Alan Cranston 

Chairman 

Special Subcommittee on Human Resources 7. 
Committee on Labor and Public Welfare 
United States Senate 

Washington, D. C. 20510 


Dear Alan: 


Just a brief note to tell you I have received 
your letter of June 5 enclosing a copy of the 
opinion of the American Law Division of the 
Library of Congress on suggested amendments 
to section 1008 of the Public Health Service 
Act. 


I have sent copies of your letter and enclo- 
sure to the Office of the General Counsel for 
review and comment. As soon as the opinion 
has been analyzed thoroughly, I will be in 
touch with you again. 


With best regards, 


EE 
el 


` 
77 ; 
d 
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HARRISON A. WILLIAMS, JR., N.J., CHAIRMAN 


JE€PPANOS RANDOLPH, W. VA. JACOBS K. JAVITS, N.Y. 
CLAIBORNE PELL, R.I. PETER M. DOMINICK, COLO. 
EDWARD M. KENNEOY, MASS. RICHARD $. SCHWEIKER, PA. 
GAYLORO NELSON, wis. ROBERT TAFT, JR., CHO 


eas F exact ee Aniled States Senate 


WILLIAM D. MATHAWAY, MAINE COMMITTEE ON 


LABOR AND PUBLIC WELFARE 
STEWART E. MCCLURE, STAFF DIRECTOR 
ROBERT €. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 


Bubeequent te hearings before the Special Subcommittee 
on Numen Resouress on S. 1708, the proposed P 
Planning Services and Population Research Act 
Amendments of 1973", Mr. John Short, Publisher of 
Triumph, sent me the attached letter raising several 
ques about aduinis AID 


tered is 
the area of family planning services and information. 


Tm - 
42420 202212..23, 


Sincerely, 
ces The Honorable J. 1. Fulbright 
Foreign Relations Committee 
Gaited States Senate 


CO 
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HARRISON A. WILLIAMS, JR., N. J., CHAIRMAN 


JENNINGS RANDOLPH, W. VA. JACOB K. JAVITS, N.Y. 
CLAIBORNE PELL, R.I. PETER M. DOMINICK, COLO. 
EDWARO M. KENNEDY, MASS. RICHARD € SCHWEIKE R., PA. 
GAYLORD NELSON, WIS. ROBERT TAFT, JR., OHIO 


WALTER F. MONOALE, MINN. J. GLENN BEALL, JR., MD. e 
— EAOLETON, MO. ROBERT T. STAPPORG, VT- United tates Henate 
WILLIAM D. MATMAWAY, MAINE COMMITTEE ON 


LABOR AND PUBLIC WELFARE 
STEWART E. MCCLURE, STAFF DIRECTOR 
ROBERT E. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 


June 11, 1973 


Ld 
* ‘ 


Mr. Lester Jayson, Director 
Congressional Research Service 
‘Library of Congress 
Washington, D.C. 20510 


Dear Mr. Jayson: 


During presentation of attached testimony by Mr. John 

Short in hearings before the Special Subcommittee on Human 
Resources, Mr. Short asked for a legal opinion of the issues 
raised in his testimony. In addition, Mr. Short followed 

up on this in a May 29th legger, a copy of which is attached. 
We have discussed this request with Mr. Jack Sargent of the 
American Law Division. 


Please let us have your comments on these matters as soon 
as possible. 


Sincerely, 
er E S Jonathan R. Steinberg 
SE" Counse i t. 
Special Subcommittee on 
Human Resources 
Enclosure 


551 


T Vum 


A PUBLICATION or 

THE SOCIETY FOR THE CHRISTIAN COMMONWEALTH 
278 Broadview Avenue | (703) 347-4700 
Warrenton, Va. 22186 Cable: Trimac 


May 29, 1973 


Senator Alan Cranston , Chairman 2 . 
Subcoznittae - Human Resources p^ — — 
U. S. Senate " 

Washington, D. C. 20510 --- ~ one e 


Dear Senator Cranston: 


At the most recent hearings on the Senate Bill 1708 you ignored completely 
my question concerning "Doesn't any and all legislation relating to per for- 
mance of the marital act violate the absolate right of privacy enunciated 
-by the Supreme Court, as well as violate the additional constitutional pro- 
tection of separation of Church and state which right and protection prohibits 
the state from legislating concerning private decisions which are based on 
religious beliefs and convictions and a right conscience in application of 
these beliefs?" In addition, Dr. Helman of the Department of Health, Education 
and Welfare dismissed as hodge-podge any and all complaints concerning the 
violation of the existing law which we acknoledge ís presently considered to 
be legal even though it is unconstitutional. Furthermore, Dr. Helman ex- 
tolled the virtues of A.I.D. whom I consider to be a most serious violator 
of the law and request an immediate investigation and reply to the following 


two items: ? 


(1) The detaile concerning the published report that the A.I.D. mission 


in Paz ana ordered 10,000 copies of a comic book called "Los Supermachos" which 


violates not only the right of privacy and the division of Church and state 
ani tie moral teachings of the Catholic Church but it attacks in a blasphemous 
way cie doctcine and dogma of che Caurcn, as well as exaapled in the follow- 
Lag quote from the news article covering the distribution of this comic book 
by A. T. D. "The cover of the comic book looks religious. An elderly wcman 

in a rebosa prays to a statue of the Virgin Mary. Only the caption is unlike 
any ever printed before: "Little Virgin, you who conceived without sinning, 
teach ma to sin without conceiving." This is the prayer of Dona Eme, heroine 
1a one of a courageous series of popular Mexican comic books called "Los : 


Superrachos." 
(2) I would like a specific answer on your comments concerning the dís- 


tribution of the abortifacient IUD by A.I.D. and your comments on Dr. Helman's 
remaris asking that this distribution not be interfered with. 


As in my previous letter I ask that this letter be entered into the record 
and that I have your answers prior to June 4 so that your answers and my 
respoases may also be entered into the record. 


Sincerely yours, 


Dat Zi 


— ^ Ka . Lp 
s TUN (z w^ 
Pd 


á John L. Short 
Publisher 
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DEPARTMENT OF STATE 
AGENCY FOR INTERNATIONAL DEVELOPMENT 
WASHINGTON., D.C. 20323 


AUG 22 1973 


Honorable Alan Cranston 
United States Senate 
Washington, D.C. 20510 


— 


Dear Senator Cranston: 


We are pleased to respond to your inquiries relating to 
questions raised by Mr. John Short, Publisher of Triumph, 
on the procurement of 10,000 copíes of a comic book, Los 
Supermachos, and the distribution of IUDs through the 
A.I.D. contraceptive program. 


As you probably know, the legislation under which A.I.D. 
assists developing country population programs is based on 
three fundamental policies: (a) that these countries must 
determine their own population policies; (b) that they must 
decíde what, if any, contraceptive technology must be empha- 
sized; and (c) that A.I.D. will assist only those country 
programs that are entirely voluntary. In addition, the leg- 
islation is quite specific in making sure that the Agency 
assists only those countries where no coercion exists which 
would violate individual moral, philosophic, or religious 
beliefs. Finally, each country program must be formally 
requested by its government. : 


Los Supermachos is a weekly Spanish language comic book 
published in Mexico by a Mexican company. Each issue is 
usually devoted to a subject of current importance in Mexico 
and the subject is discussed with a mixture of humor, fact, 
and exaggeration. Several hundred thousand copies are pub- 
lished and sold commercially each week. This comic book is 
apparently widely read, especially among the lower income 
groups. 


There was no A.I.D. involvement or financing in writing, 
publishing, or distributing the family planning issue of 
Los Supermachos in Mexico. The A.I.D. Mission in Panama 
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purchased 10,000 copies of the family planning issue of 
Los Supermachos in November 1972 as part of that country's 
family planning program at a cost of $1,100. In Panama, 
part of the program is concerned with developing a mass 
media campaign to provide a broader spectrum of the people 
with information concerning the opportunities to space or 
limit the number of children they might have, and some 
A.I.D. funds were set aside for information and promotion 
activities. At the request of the Panamanian Minister of 
Health, $1,100 was spent for the comic book, presumably 
to reach a group of people who could not be reached by 
other types of printed materials. The books were turned 
over to the Ministry which made the actual dissemination. 


I can appreciate that the cover cartoon and the inscription 
could well be offensive to many people. I regret very much 
that even this small amount of A.I.D. funds was used in 
connection with its dissemination. Obviously, we prefer 
not to play the role of censor, particularly in regard to 
a situation where a foreign government has asked for a 
publication and we are acting as the procurement interme- 

- -—diary between that government and a foreign publisher. 
Nevertheless, our procedures will be examined to minimize 
this kind of thing happening in the future. . 


In regard to the question on the IUDs, A.I.D. procures a 
variety of contraceptives íncluding the IUDs upon request 
of host countries. Contraceptives, as with other types of 
assistance, are only provided to family planning programs 
which are voluntary. 


If I can provide you with further information on this matter, 
please let me know. 


Sincerely yours, 


for Legislative Affairs 


cc: Honorable J. W. Fulbright 
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July 20, 1973 


To: Human Resources Special Subcommittee 
Attention: Jonathan Steinberg 


From: American Law Division 


Subject: Discuseion of Legal Issues Raised in Recent Hearings Concerning 
Abortion and Family Planning Practices 


This will refer to your letter of inquiry dated June 11, 1973, 
wherein you request our legal opinion of 5 addressed to the Senate 
Special Subcommittee on Human Resources by Mr. John L. Short, by means 
of testimony provided May 10, 1973, and by subsequent letter dated May 29, 
1973. You enclosed with your inquiry copies of both of Mr. Short's 
presentations. 

We trust the comments below will be of use in your analysis of 
Mr. Short's comments. 

While the Supreme Court has enunciated a right of privacy in 
any number of recent decisions, see cases collected in Roe v. Wade, 

93 S. Ct. 705, at 726-728 (1973), it does not appear to be the Court's 
position that such a right is absolute in any sense of the word. Indeed, 
the most recent comment by the Court in this regard affirms such a con- 
clusion. "The Court's decisions recognizing a right of privacy also 


acknowledge that some state regulation in areas protected by that right 
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is appropriate." Roe v. Wade, 93 S. Ct. at 727. And while the Court has 
extended the right of privacy to some activities relating to marriage, 
Loving v. Virginia, 388 U.S. 1, 12 (1967); Griswold v. Connecticut, 

381 U.S. 479, 486 (1965), and family relationships, Prince v. Massachusetts, 
321 U.S. 158, 166 (1944) the Court has clearly recognized that 

[n]arriage, as creating the most important relation in 

life, as having more to do with the morals and civilization 

of a people than any other instítution, has alvays been 

subject to the control of the legislature. That body 

prescribes the age at which parties may contract to 

marry, the procedure or form essentiai to constítute 

marriage, the duties and obligations it creates, its 

effects upon the property rights of both, present and 

prospective, and the acts which may constitute grounds 

for its dissolution. (Maynard v. Hill, 125 U.S. 190, 

205 (1888); see also Loving v. Virginia, 388 U.S. 1, 

7 (1967)). 

Thus it would seem that even the fundamental right of privacy is subject 
to some state regulation and that the act of marriage, generally speaking, 
and with the exception of certain constitutionally protected intimacies, 
is well within the purview of justifiable legislative action. 

With regard for the question of whether the First Amendment pro- 
hibits legislation concerning private decisions which are based on religious 
beliefs and convictions, the Supreme Court has recently held in Gillette v. 
United States, 401 U.S. 437 (1971) that the special statutory status 
accorded conscientious objection to all war, but not objection to a par- 


ticular war, $ 6(j) of the Military Selective Service Act of 1967, 


50 U.S.C. App. $ 456(j) (Supp. 1972), does not work a defacto discrimination 


98-030 O - 73 - 36 
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among religions, in contravention of the establishment of religion clause 
of the First Amendment. The Court found the following: (1) "[I]n the 
forum of conscience, duty to a moral power higher than the State has 
always been maintained," 401 U.S. at 453 (citations omitted); (2) "(I)e 
is hardly impermissible for Congress to attempt to accomodate free exercise 
values, in line with 'our happy traditions' of 'avoiding unnecessary 
clashes with the dictates of conscience,’ Id., (citations omitted); 
(3) "'Neutrality' in matters of religion is not inconsistent with ‘bene= 
volence' by way of exemptions from onerous duties...so long as an exemption 
is tailored broadly enough that it reflects valid secular purposes." 
Thus, the assertion that the First Amendment does not countenance legis- 
lation concerning private decisions vhich are based on religious beliefs 
and convictions does not appear to accord with legal precedent or theory. 
Compare Title IV of the Health Programs Extension Act of 1973 (P.L. 93-45; 
June 18, 1973) (Congressional respect for those who oppose participation 
in abortion). 

Concerning another matter, it is, at best, questionable whether 
State participants in the Medicaid program will be forced to provide 
any non-statutoríly described elective surgery as a result of an 
affirmance of the decision in Klein v. Nassau County Medical Center, 
347 F. Supp. 496 (E.D.N.Y. 1972) aff'd in part, 41 U.S.L.W. 3636 
(U.S. June 5, 1973) (no. 72-745), vacated in part, 41 U.S. L. N. 3636 
(U.S. June 5, 1973) (nos. 72-803, 72-770). (We enclose herewith a brief 
description of the Klein litigation). The issue in Klein was whether or 
not a State Commissioner of Social Services could, consistent with the 


Equal Protectíon Clause of the Fourteenth Amendment, elect to 
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fund medically indicated abortions vhile refusing to fund non-medically 


indicated abortions. You will note that Klein concerns the fundamental 


personal right of abortion, Roe v. Wade, 93 S. Ct. at 726, (a consti- 
tutional status which attaches to few other, if any, surgical procedures; 
compare Hathaway v. Worcester City Hospital, 475 F. 2d 701, 705 (lst Cir. 
1973) (sterilization)) and the authority of a state to pay for certain 
abortions and refuse to fund others. Klein extends no further than to 
the immediate questions of the surgical act of abortion. To state that 
Klein portends a constitutional requirement that states provide a wide 
range of surgical procedures, on the elective demand of the patient, that 
are not otherwise required as a condition of that state's participation 
in the Medicaid program is a conclusion not compelled by that case. 

The abortion decision's holding that the word "person" as used 
in the Fourteenth Amendment does not include the unborn, 93 S. Ct. at 729, 
is advanced as partial authority for the proposítion that a state may 
eventually compel involuntary termination of life of the aged, infirm, 
incompetent, and the like. Such a view ignores the established concept 
of constitutional personhood for those born and alive and the right to 
life which is "guaranteed" for such individuals by the Constitution. 
Cf. Roe v. Wade, 93 S. Ct. at 728. We perceive no constitutional justi- 
fication for the proposition that the recent U.S. Supreme Court abortion 
decisions of Roe v. Wade and Doe v. Bolton porte any judicial support 
for "genocide" as implied by spokesmen for certain groups. 

Without analyzing the informed judicial findings of Justice 


Harnett, based, as they must have been, on factual presentations of which 
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we are unaware, we note the following New York statutory provision, 


appearing at N.Y. Civ. Rights Laws $ 79-1 (McKinney Supp. 1972): 


§ 79-L Discrimination against person who refuses to perform certain. 
act prohibited 

1. When the performing of an abortion on a human being or assisting 
thereat is contrary to the conscience or religious beliefs of any person, 
be may refuse to perform or assist in such abortion by filing a prior writ- ; 
tea refusal setting forth the reasons therefor with the appropriate and 
responsible hospital, person. firm, corporation or association, and no such 
hospital, person, firm, corporation or association shall diseriminate against 
the person so refusing to-aet.- - 

A violation of the provisions of this section shall constitute a misde- 
roesnor. Si ö 

2. No civil aetion for negligenee or malpractice shall be maintained 
against a persoa so refusing to act based on such refusal. 
Added L.1971, c. 1098, eif. Sept. 1, 1971. 


Various other matters raised by Mr. Short's testimony are in the 
realm of personal opinion and, therefore, not susceptible of legal analysis. 
We hope that the above information will assist you in your response to 


Mr. Short. 


1 
n D. Sargent 
egislative Attorne 


MARMSON A. WILLIAMS, JR., N.J., CHAIRMAN 


JENNINGS RANDOLPH, W. VA. JACOB K. JAVITS, N.Y. 
CLAIBORNE PELL, A.I. PETER M. DOMINICK, COLO. 
EOWARO M. KENNEDY, MASS. RICHARD 8S. SCHWEIKER, PA. 
GAYLORD NELSON, Wis. ROBERT TAFT, JR., 0, 


Thomas T. EAGLETON, ee VI. United Dtates Senate 


WILLIAM D. MATHAWAY, MAINE COMMITTEE ON 
LABOR AND PUBLIC WELFARE 
STEWART E. MCCLURE, STAFF DIRECTOR 


ROBERT E. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 
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THE FORO FOUNDATION 
320 EAST 43° STREET 
NEW YORK,NEW YORK 10017 


McGEORGE BUNDY 
PRESIDENT July 13, 1973 


Dear Alan: 


May I acknowledge your letter of June 27 asking for my comments on S. 1708 for 
information on Ford Foundation funding of population research. Having consulted 
with the staff of our Population office I offer the following remarks: 


S. 1708 is, in our opinion, an extremely constructive piece of legislation. If it is 
passed and its provisions carried out, it will stimulate and buttress a United States 
effort in the population field which, after heartenirg progress over the last five 
years, is in danger of faltering. 


We concur with all but one of the levels of funding suggested for the several phases 
of the progress and with the provision that an Assistant Secretary be named to head 
an Office of Family Planning and Population Science. We are also pleased with the 
provision that would establish a Center for Population Science, which we assume 
would have independent Institute status and, of course, a larger budget than the 
Center for Population Research now located within NICHD. We are disappointed, 
however, with the relatively modest allocations proposed for research grants and 
contracts. We realize that these represent a considerable increase over the 
present $40 million a year provided by CPR, but as you know there 1s consensus 
within the scientific community that an optimum level in population research -- 
biomedical and social science -- should exceed $200 million a year, some three 
times the sums now entering the field from governmental and philanthropic sources. 
We are delighted to see that your bill would authorize support for research training. 
We consider the recruitment and training of able young people vital to the 
productivity of any field of science and deplore the announced intention of the National 
Institutes of Health to phase out all training programs by 1975. 


My colleagues who have followed the recent hearings before your Subcommittee were 
made apprehensive by suggestions that Federal funds not be used for research on 
drugs that are potential abortifacients or in support of service programs in which 
intrauterine devices are dispensed. The former prohibition would stop work on such 
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compounds as the prostaglandins, which have great promise potential for a whole 
host of medical applications. It would also be most unfortunate if Federal support 
for IUD programs were withdrawn, as these devices have proven to offer the best 
combination of safety and effectiveness of all contraceptives now available. A 
most likely consequence would be an increase in the incidence of induced abortion 
because of contraceptive failure. We are well aware, of course, that your bill 
contemplates neither of these steps and that you and your co-sponsors would resist 
any efforts to include them. 


I append two tables, one giving Foundation commitments in the population field 

from Fiscal 1952 through Fiscal 1972, both in the United States and abroad, and the 
other giving estimates of Foundation expenditures for FY 1973 through FY 1975. 

You will notice that we have not attempted to distinguish between grants for 
fundamental research and training in reproductive biology and in contraceptive 
developments. Most of our grants support programs that encompass a variety of 
&ctivities ranging from the most fundamental to the applied, with a strong emphasis 
on the training of young scientists. You will notice that our commitments to 
population are expected to decrease in the coming years. This arises from an 
overall decrease in Foundation spending because of financial stringencies -- including 
the Federal tax we now pay -- and also from the fact that substantial funds from other 
sources are now available for population work in the developing countries (although 
these funds are largely unavailable for the development of research and training in 
the United States and the industrialized parts of the world). Despite these reductions 
we continue to give very high priority to the support of efforts directed to population 
problems. 


I hope these remarks will be helpful to you and your Subcommittee. 


Sincerely, 


he, 


„5 
McGeorge Bundy 


Honorable Alan Cranston 

Chairman 

Special Subcommittee on Human Resources 
United States Senate 

Washington, D. C. 
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co] M. KENNEDY, MASS. RICHARD 8. SCHWEIKER, PA. 
GAYLORD NELSON, WIS. ROBERT TAFT, JAR., OHIO 


THOMAS f. — ROBERT T. STAFFORD, VY. Aniled tales Senate 
MAROLD E. HUGHES, IOWA COMMITTEE ON 


WILLIAM O. HATHAWAY, MAINE 
LABOR AND PUBLIC WELFARE 
STEWART E. MCCLURE, STAFF DIRECTOR 


ROBERT E. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 
August 17, 1973 
The Foré ëppes 
320 East Street 
Hew York, New York 10017 
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JENNINGS RANDOLPH, W. VA. JACOB K. JAVITS, N.Y. 
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— MO. ROBERT T. STAFFORD. VT- Ynited Dtates Senale 
COMMITTEE ON 
LABOR AND PUBLIC WELFARE 
STEWART E. MCCLURE, STAFF DIRECTOR 
ROBERT E. NAGLE, GENERAL COUNSEL WASHINGTON, D.C. 20510 


WILLIAM O. HATHAWAY, MAINE 


June 27, 1973 
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WILLIAM O. HATHAWAY, MAINE COMMITTEE ON 
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STEWART E. MCCLURE, STAFF DIRECTOR 
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Barnes, Mr. Alan C. 
Page two Ge 
June 27, 1973 - 


This information would be extremely useful to the 
Subcommittee in determining level of funding which 
must be provided from Federal e CM 


Thank you very mush for your cooperation with the 
Subcommittee. 


With best wishes, 
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The Rockefeller Foundation 


tut WEST 50th. STREET, NEW YORK N. Y. 10020 


— + 


. &YOMEDICAL SCIENCES CABLE. ROCKPOUND, NEW YORE 
TELEPHONE: COLUMBUS $-0100 


August 1, 1973 


Dear Senator Cranston: 


Dr. Barnes has asked me to reply to your letter of 
June 27, since support in the areas you specify 1s recommended 
under the Foundation's population program. There follows a list- 
ing of total grants approved each year under that program, begin- 
ing in 1963 when the program as presently defined first began. 


1963 $ 624,300 
1964 $ 2,895,500 
1965 $ 3,235,800 
1966 $ 4,016,850 
1967 $ 5,265,450 
1968 $ 4,379,100 
1969 $ 4,709,000 
1970 $ 16,341,200 
1971 $ 6,314,600 
1972 $ 6,415,300 


Because of a current review of our overall program and 
budget situation, we are unable to provide estimates of future 
support; however, we expect that commitments over the next year 
or two will be approximately in the same range as 1971 and 1972. 


Sincepely yours, 


a 
Maud 
Jha Mater, M.D. 
Ditector 


The Honorable Alan Cranston 
Subcommittee on Human Resources 
Committee on Labor and Public Welfare 
United States Senate 

Washington, D.C. 20510 
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A Statement in Support of a Senate Bill to Amend 
Title X of the Public Health Service Act 


John F. Kantner, Ph.D. 
Professor of Population Dynamics 
Johns Hopkins University 


The case I wish to lay before you today might appear to be a case 
of special pleading coming as it does from one who earns his keep at a 
university department that is heavily dependent on federal monies for 
its existence. In addition, I have served the Center for Population 
Research of NICHD in a consultant capacity and am a member of its Popu- 
lation Research Committee. A company man for certain you may feel whose 
arguments will need special discounting. 


I have other handicaps in appearing before you for I will be speaking 
in favor of research and training and, what is worse, in favor of the ugly 
duckling of the scientific barnyard - social science research. I hope 
despite these odds to persuade you on a point or two. 


The bill before this committee contains a number of provisions re- 
garding the way government activities in the domestic population field 
ought to be organized and specifications regarding levels of funding. 
The section of the bill to which I shall address myself is that which 
provides that the Assistant Secretary for Family Planning and Population 
Science, through the proposed National Center for Population Science and 
with due consultation "shall make grants to public or nonprofit entities 
and enter into contracts...for projects for research and research train- 
ing. including the establishment of university-based research centers“ 
(p. 10). To accomplish this the bill would authorize a schedule of pay- 
ments increasing from $65,000,000 in FY '74 to $80,000,000 for the fiscal 
year ending June 30, 1976 (p. 11). In my judgement this is a sound and 
reasonable proposal and one that merits high national priority. 


There is no attempt in the bill to allocate funds between different 
fields of research and indeed, in my opinion, it would be unwise to do 
so. The Director of the National Center and his staff with advice from 
their various adivisory groups are the ones best equipped to decide what 
areas of investigation are apt to be most fruitful and what types of 
research expenditure appear likely to have the greatest impact. This 
freedom with respect to research strategy should extend also in my view 
to decisions regarding modes of research funding: grants, contracts or 
in-house activities. In short, I ask for no protectionist provisions 
for social science research nor for that mode of funding so beloved by 
university investigators - the research grant. Among professionals who 
deal daily with the population problem in its different guises the 
essentiality of the contributions of the medical researcher, the 
Clinician, the bench lab scientist, the social scientist - and in these 
days the systems engineer, the marketing specialists, the lawyer and 
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others - are accorded due mutual recognition. The same is true of the 
importance of both basic research and of applied or, as they like to say 
in Washington, goal oriented research. All of these fields and modes 

of approach have their proper place in attacking the problems we group 
together as the "population problem". 


Before turning to the task of supporting the provision of the bill 
calling for social science research and research training, I should like 
to speak briefly to a point that comes up frequently when population is 
discussed these days - that is our currently low birth rate. It would 
seem perfectly reasonable to ask why the nation's tax revenues should be 
spent to study a problem which seems about to vanish. Overlooking the 
possibility that we may one day become anxious over low fertility and 
follow Germany, Japan and other nations in calling for research on the 
causes and implications of a low birth rate, there still are compelling 
reasons why we must continue to keep the population problem under scien- 
tific surveillance. For one thing we are not sure why the birth rate 
has fallen to its present levels. New methods of contraception may have 
had something to do with it but that is entirely too facile an explanation. 
Trends in fertility are more dependent on social and economic conditions 
as translated into individual motivation than on modes of birth control. 
We're in about the same situation in predicting the future course of 
fertility as the stock market analyst is in charting the present market. 
The fundamentals are right for a rise in the birth rate but we appear to 
have bottomed. The point is we don't know what "^ is happening. It 
could, and some think might, go the other way when young Americans turn 
bullish on marriage and family building. Many social scientists feel, 
however, that the most likely prediction about the course of future fer- 
tility in this country is that it will be the fluctuating kind we have 
seen the recent past with peaks and troughs every 15 to 20 years. This 
sort of thing keeps journalists, sociologists and other professional 
seers and chroniclers busy but is probably not good for the country 
otherwise. Such demographic fluctuation has a whipsaw effect that is 
felt throughout the society and is manifest in the present period for 
example by surplus capacity in parts of our educational plant, in unused 
facilities for maternity and pediatric care and, farther along on the 
age continium, in unemployed youth, in crowded jails and in a socially 
devisive youth culture that is in part a response to the demographic 
uniqueness of the high birth cohorts of the postwar years. Our insti- 
tutions of national life and perhaps also our economic and social system 
perform better under conditions of stability or steady measured change 
than under a boom and bust demographic regime. 


A more tangibl^ reason for not abandonirg interest in population just 
because the birth rate is down is given below in the simple but eloquent 
chart. Despite great great advances in knowledge and technique, a large 
proportion of children born every year are not wanted at the time they 
are conceived. Some of course ultimately become wanted and loved by 
their parents or someone else; many do not and are battered emotionally 
and physically and become a source of discord among those who are re- 
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sponsible for them. On this fact alone I could rest my case for social 
science research since this is a phenomenon we can describe better than 
explain. We have the means to prevent pregnancy. We know what the 
demographic effects of eliminating unwanted births would be. But we 
are not yet able to devise programs that would assist our people, and 
especially our young people, to handle this part of their lives more 
satisfactorily. 


In arguing the case for social science research as part of a scien- 
tific assault on the problem of rapid population growth there is a more 
subtle problem to contend with than that presented by the current level 
of fertility. That is the skepticism in some quarters regarding the 
utility of social science research to those who make policy and implemert 
programs. In part this skepticism is a reasonable reaction to some of 
the failures of the field. In considerable part, however, it is due, I 
believe, to a common American predeliction for technological solutions, 
for the "technological fix." No matter how badly we are let down, our 
faith in technology and our belief persists as a strong strain in the 
average American's views of how to manage our national problems. We 
encounter this in all areas of national life and in the population field 
it has been especially seductive. Both private foundations and govern- 
ment agencies have staked their greatest hopes on contraceptive develop- 
ment. I do not wish to pursue the argument here except to argue that to 
solve problems such as those we face in the population field everyone's 
contribution is needed. 


There is admittedly much that is imprecise and inelegant in the 
work of social scientists for they are dealing with the most complicated 
and intractable subject that one can imagine - human behavior. To say 
that someone is "only human" is ordinarily to excuse him from the rules 
of conduct that are expected in a given situation. We have no phrase 
in the physical or natural sciences that carries the same sense of dis- 
pensation, unless it might be the principle of uncertainty. At any rate 
human behavior is an elusive quarry and investigations in this field 
sometimes bag very little. 


Having admitted to our deficiences let me insist that you can't do 
without us. It is simply necessary in almost any area of social endeavor 
individual and collective to consider the human response. This point 
was made years ago in the famous studies of industrial production at the 
Hawthorne plant of Western Electric. Productivity it seemed was not the 
result of those dimensions of the work situation that could be engineered. 
such things as illumination, hours, rest periods, but of the group situ- 
ation - call it the human side if you like. It has taken some sectors 
of American industry more than a generation to learn this lesson but 
that does not mean that the social scientist wasn't saying something 
useful. 


There are few areas of knowledge in which the utility of social 
Science research is as amply demonstrated as in the field of population. 
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Research of the last 10 years or so has revealed the intricate nature of 
population dynamics and has provided information about our population 

that is essential for the formation of realistic policies. While there 

is still much to be learned we have discovered a great deal from research. 
We know for example that nearly a third of married couples of reproductive 
age are impaired to some degree in their ability to have children; we 

know that even though contraception is wide spread a significant propor- 
tion of pregnancies occur when contraception is being used; we know that 
women of reproductive age are poorly informed about the elementary facts 
of their own biology; we know that the spacing of births can have a great 
effect on the birth rate without any change in average family size; we 
know that even if a two-child family were somehow to be adopted overnight, 
we would still have over half a century of growth in prospect; we know 
that our population is getting older, not because we are living longer 

but because fertility has been declining. We know these things, and many 
more, as the result of painstaking, meticulous research. Yet there are 
vast areas of ignorance concerning other elemental facts and relationships. 
For example, we still have no real understanding of the way income or 
education influences fertility. Similarly there are striking differences 
between blacks and whites in their fertility and even greater differences 
within the black population which we cannot explain in any fundamental 
sense. The effect of the wife's entry and exit from the labor force on 
fertility has yet to be unscrambled. The same is true of the net effect 
of divorce. Do the mounting divorce rates tend to dampen the birth rate 
or do they, since most divorces are followed by remarriage, have a net 
effect in the opposite direction? And what of the high rates of illegiti- 
macy? What is responsible for their rapid rise in recent years and what 
is responsible for the large differences among subgroups of our population 
in the prevalence of illegitimacy? The list of questions related to the 
reproductive behavior of the American population that have obvious welfare 
implications can be extended. Moreover if we were to expand our view 


Sf the matter to include the movement of our people, the way we are 


distributed over the landscape, the environmental, economic, social and 


psychological effects of mobility and density, the long term implications 
For our political, economic and social life of current rates of growth, 


etc., we would have a staggering research agenda. 


In an attempt to identify areas of needed research the Center for 


| Population Research of NICHD has from time to time issued a call to the 
scientific community for assistance in coping with the research backlog. 


Among the topics on CPR's list are: 
Strength of motivation for fertility control. 


Attitudes toward various methods of regulating 
fertility. 

Contraceptive practices of married and single 
individuals. 

Access to methods of fertility control for 


subgroups of the population. 
Use effectiveness of various contraceptives. 


. Fertility control and illegitimacy among 
young adults. 
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. Attitudes toward abortion. 

e Attitudes of the "general public" and of 
special subgroups to population policy issues. 

. Effect of housing legislation, tax policy, food 
programs, etc. on population phenomena. 

. Determinants and consequences of migration and 
population redistribution . 

. Consequences of zero population growth. 


These are all questions which an enlightened government should 
address. If that proposition is accepted, however there remains the 
question of how much of an effort is required. I know of no way to 
determine how many dollars should be set aside for this purpose other 
than to look at the current level of funding and ask if additional money 
could usefully be put to work. Most of the federal funds now being 
channeled into population research come through the Center for Population 
Research of NICHD. The amount available in FY '73 for noncontract social 
science resarch is approximately $1.6 million. It may help to judge this 
figure by noting that the National Fertility Survey of 1970 cost over 
$1 million. This was an important survey and is the basis for much of 
what is known about the fertility and contraceptive practice of married 
couples. Nevertheless it provides answers to only a few of the questions 
which need to be answered. 


The $1.6 million awarded in FY '73 is going to individual social 
scientists in the form of research grants awarded after competitive peer 
review. This is in addition to funds for social science research let 
under the Center's contract program. The total dollar value of grants 
approved on the basis of their scientific merit was $5.3 million. Thus 
NICHD was able to fund less than 1 out of 3 of the projects which its 
scientific consultants declared to be worthy of support. The picture 
is similar if we examine the record from the point of view of the number 
of projects rather than their dollar value. 


Social science projects approved by the Center's consultants represent 
about half of those (in dollar amount) received, so that in these terms, 
the Center is funding only 15 percent of the applications it receives. 
Many of the projects which are disapproved could with some tightening of 
design and greater specification of procedures have received approval 
and a number of them do on resubmission. It is clear therefore that the 
dollar value of approved projects is a minimal estimate of the funds that 
could be spent for scientifically creditable research. 


The funding situation for research moreover is retrograde. The 
situation in FY '73 in contrast to FY '72 shows fewer projects funded, 
less money going into funded projects and a lower ratio of funded to 
approved projects: e 
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Projects Funded and Approved for Social Science Research in Population 
by NICHD in FY '72 and FY '73 


FY '72 FY '73 
Projects Funded Total Approved Projects Funded Total Approved 


No. Amount No. Amount No. Amount No. Amount 
(Millions) (Millions) (Millions) (Millions) 
47 $1.8 88 $3.8 38 $1.6 116 $5.3 


The total number of approved projects increased by 32 percent and the 
value of approved projects increased by 39 percent. Inflation aside, 
this can be taken as an indication of increased scientific attention 

to the social science aspects of population or to enhanced quality of 
applications or both. Yet the number of funded projects declined by 
twenty percent and the amount actually awarded for approved projects 

declined by around 12 percent! 


The President's budget for 1974 shows no increase for research which ` 
in effect, given inflation . means a further reduction in research activity. 
The fact that certain other divisions of NIH may be suffering greater 
reductions is of little comfort in the face of the clear need for more 
knowledge in the population field and the demonstrated readiness of the 
scientific community to take up the challenge. The sums are small both 
in absolute amount and in relation to what might be accomplished.  Admini- 
stration policy in this matter is, in my view, both short sighted and 
niggardly. 


Discouraging as these figures are that I have been reviewing, they 
tell only part of the story. To increase our understanding of the factors 
that influence population trends and the consequences of such trends, the 
contributions of many diverse disciplines are needed. Private foundations, 
universities and government agencies in the last several years haVedirected 
a considerable effort toward quickening the interest in population research 
of professionals in fields such as psychology, economics, political science, 
geography, systems analysis, management - even philosophy and theology - 
fields which traditionally have not paid much attention to population 
questions. These recruitment efforts are beginning to bear fruit just 
at the time when opportunities are being foreclosed. The initial response 
of these fields is reflected to some extent in the increased number of 
project submissions which we have noted above. The potential commitment 
to this area of investigation by this new breed of investigator is not 
yet fully registered. 


In sum the amounts available for social science research ín the 
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population field are inadequate in relation to the magnitude and impor- 
tance of the problem as well as in relation to actual and potential 
committment of the scientific community. The amount that might be used 
effectively is hard to estimate since the mobilization of professional 
talent for the assault is still underway. The amounts specified in the 
bill appear appropriate and should provide for vigorous programs of 
research in basic reproductive biology, in contraceptive development, 
as well as in the social science aspects of the problem. 


The provisions in the bill for a separate institute is not a matter 
on which I can make expert judgement. However the idea makes sense in 
view of the competing claims on the leadership of NICHD which now must 
be concerned with four other problem areas; mental retardation, aging, 
perinatal biology and child growth and development. Not only is it a 
large order to add population to that list of responsibilities but it 
is true also that population is in many respects a broader area. with 
ramifications far beyond child health or human development. A separate 
institute, I should think, could more easily coordinate its activities 
with other institutes and other branches of the federal establishment. 


Finally I should say a word about the bill's provision for research 
training. The administration and its agency in such matters, the OMB, 
has declared training grants to be unnecessary. An understandable desire 
to restrict federal expenditures underlies this position. It would seem 
that the anti-training bias is sustained also by anecdotes about physi- 
cians with inflated incomes who were trained at government expense, by 
an alleged surplus of trained research scientists and by a commitment 
to student loans rather than fellowships. The loss of federal support 
for population training threatens most of the programs that have been 
built up in recent years with the aid of private and federal money. 

This in itself is an enormous waste of time, talent and treasure. It 

is also a classic instance of bureaucratic overkill. The need for persons 
trained in population research has not been met, although admittedly 

the cut back in programs in self fulfilling fashion, has dampened 
slightly the market for new graduates. Professionals who work in the 
population field are not excessively renumerated compared to professionals 
in other fields. In any case the way to handle those who use their 
publically financed training for large personal gain is not by the 
elimination of federal training programs but by more astute drafting of 
legislation which would require repayment in such cases. A number of 

such remedies have been proposed. 


A further point that sometimes gets lost in the debate about student 
loans and the demand for new Ph.D.'s is that training grants help to pay 
for faculty and for training facilities. Typically about half the funds 
of a grant will be so allocated. Phasing out training grants tends to 
increase the dependence of institutions and their faculties on research 
grants. More seriously it places a lien on our capacity to deal with 
these problems over the long haul. The research horizon with which we 
we must deal in at least twenty to thirty years in my view if we recognize 
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that the nature of the problem is likely to shift in that time from a 
concern with fertility regulation to a concern with the problems of a 
nongrowing, highly compact but highly mobile population. The present 
generation of scholars must see to their replacements. Our priorities 
in such matters must be set by our needs for knowledge and for new 
solutions to old problems not by an unperceptive, undifferentiated 
rendering of budget policy. 


I ask this subcommittee to give this problem its due importance and 
in so doing to recognize that the social scientist along with professionals 
from other fields is an essential member of the team. 
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on 

FAMILY PLANNING SERVICES AND POPULATION 
RESEARCH AMENDMENTS of 19735 
Washington, D.C. 

May 22, 1973 


The National Urban League is a professional, non-profit, 
non-partisan community service organization founded in 1910 to 
secure equal opportunity for black Americans and other minorities. 
It 1s governed by an interracial Board of Trustees and is con- 
cerned with fostering good race relations and increased under- 
standing among all people of these United States. 

It works through local affiliates in 102 cities located 
in 37 states and the District of Columbia, five regional offices, 
a Research Department and a Department of Government Affairs. 
These units are staffed by some 1600 persons, trained in the 
social sciences and related disciplines, who conduct the day- 


to-day activities of the organization throughout the country. 
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Strengthened by the efforts of some.25,000 volunteers who 
bring expert knowledge and experience to the resolution of 
minority problems, the National Urban League is unique as the 
only national educational and community service agency which 
devotes its entire resources to the use of social work and 
research techniques for bettering the lives of the disadvantaged 
and for improving race relations. 

| Our family planning program is one of the League's major 
efforts in the health and social welfare fields and I would 
like to explain why. The National Urban League recognizes the 
, responsibility of public agencies in the dissemination of family 
planning information and services to those who may be unaware 
that such methods are available to them, and has kept in mind 
at all times the fundamental importance of individual freedom 
of choice, based on personal values and religious Gonvictions s 
in selecting or refusing such services. The Urban League became 
directly involved in family planning with the intention of 
trying to counteract barriers to acceptance and utilization 
of family planning services, and to better the quality and ` 
relevance of these services to the minority population. There 
is no auesti that the health and social welfare problems of 
minority groups and the poor of this country are vastly out 
of proportion to the health problems experienced by the 8 


Of individuals in our society. A look at the national health 


EK 
statistics supports this. The poor have che highest rate of 
infant mortality and the lowest life expectancy. The maternal 
death rate for black and other minority group women in 1968, 
for example, was about four times higher than the rates for 
other women. This is in part a reflection of inadequate health 
care through childhood and puberty, and in part a reflection 
Of inadequate prenatal care and lack of adequate family planning 
services. The inequitable distribution of health care is a 
tragic realtiy which affects every neighborhood where the SCH 
blacks and other minorities in this country live. As a result, 
much of the health care most poor people receive is crisis- 
DECH enmrgency care. With all of these inequities in mind, 
the Urban League set out to help people help themselves to 
better health care in general and to preventive health care in 
particular. < 

The provision of adequate family planning services is a 
basic preventive health care measure. A large proportion of 
infant mortality, mental retardation, congenital defects, pre- 
maturity, and brain damage are related to maternal health. 

The incidence of these conditions rises alarmingly among women 
having too many closely spaced births, among older women, and 
, among first births to teenage women. The risks associated 


with pregnancy and childbearing are highest among the poor. 


š 1 
Maternal and child health care, dental care, TB testing, 
and other preventive health services — in securing and 
improving the health of individuals, and comprehensive family 
planning services secure and protect the haalth of women and 
the future of each child. | 

Most Americans receive fertility-related health care 
under the direction and supervision of their private physicians. 
For the most part, poor women must depend upon public facilities 
and financing for their health care; sometimes they are able 
to obtain services through the charity of physicians.  Compre- 
hensive family planning services are needed on a regular basis 
Jnd Over & long period of time, and.these preventive services 
are not often available through the traditional public or 
charitable mechanisms. The League believes that certain health 
problems of low-income families and individuals would be p 
abolished if adequate professional health services related to | 
pregnancy and fertility were made available to the poor immediately. 
The risks associated with pregnancy and childbearing are highest 
among the poor. We realized that poor women in this country 
had little chance of receiving good gynecological and contraceptive 
services unless we helped them by insuring the delivery of these 
and other b reventive health services to the extent of our 
capability. Today, the Urban League operates seven programs in 
seven major cities: 


San Diego, California 
St. Louis, Missouri 
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Kansas City, Missouri 
Miami, Plorida 
Chicago, Illinois 
Albany, Georgia 

a? Albany, New York 


These affiliates were selected for family planning programs 
im an attempt to secure a variety of geographical locations 
which would offer Che opportunity to deal with multi-faceted 
service problems. The National Urban League Family Planning 
staff provides the affiliates with technical assistance in such 
areas as project development, operation, managerial skills, 
training, advice and assistance in family planning clinic 
services, patient information and educational needs. These 
programs are also working with community groups where it is 
"ost important that people understand and monitor the health 
care they receive. . > 

This brings us to a discussion of the League's federal 
family planning program authorized by the Pamily Planning 
Services and Population Research Act of 1970, which expires on 
June 30th. This program, and the comprehensive services provided 
by it, offers a great health care opportunity for our nation. 
In addition to contraceptive care, the UN of health services 
provided by this program includes basic gynecological examina- 
tions, Pap tests, cancer detection, and VD screening. These 
services are provided for women who without this program might 
live their entire lives without ever receiving services which 


most Americans take for granted as essential to their well- 


being. Without question, programs authorized by this legislation 


are a primary means of securing and improving the health and 
well-being of low-income families and individuals. According 
to HEW's most recent status report, these programs are now 
serving about two and a half million women who would otherwise - 
have been unable to obtain family planning health care. If 
this legislation could be extended over the next few years, 
with adequate funding levels, by 1975 all of the six and a 
half million medically indigent women in the United States 
who want and need these services would be receiving them. 
Not only women but millions of families and children would 
benefit. 

If this legislation is allowed to expire, I can only tell 
you about a typical patient of a federally subsidized family 
planning program. This is a young woman who has studied hard 
to finish high school and get her first job, thereby becoming 
the only gainfully employed member of her family. She depends 
upon that program because she can not afford a private physician 
and is not eligible for Medicaid. This young women would face 
a shut-down clinic and the probability of an unwanted pregnancy. 
By cutting off family planning services to her and to the 
thousands of young women like her, many of these young women 
will be forced to bear unwanted children. I can tell you about 
another typical woman enrolled in a subsidized family planning 
clinic. She has several small children, has a job, and her 
husband is employed only part-time due to a lack of skills. 
With this family's marginal economic independence, the birth 
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of one unwanted child will force them into dependency and kill 
amy hope they may have for gaining a better standard of living. 
We can not condemn these people to the poverty and suffering 

. associated with unwanted pregnancy and childbearing. We 

must, instead, continue to mobilize our resources toward better 
health care and.more equitable access to quality health care 
for all of our people. 

As a member of a minority group, I am aware that discrimi- 
nation still exists in all parts of our country and is unevenly 
distributed. Certain attitudes take time to die out. One of 
‘the major accomplishments of HEW family planning program is 
the development and delivery of services under a national 
standard of care. These high standards insure quality health 
care for every woman in this program, wherever she may live. 

We believe that a national program is the only safeguard 
against punitive attitudes in the delivery of services or 
punitive use of the program. Moreover, the national standards 
imposed by HEW insure comprehensiveness of medical care and 
consumer participation in every program. To illustrate this 
point, no specific national standards were developed for the 
family planning program under the Office of Economic Opportunity. 

With little program direction from Washington, medical and 
other criteria were locally determined and, in many instances, 
sorely lacking. As a result, certain medical services were 


not provided or were decentralized with little supervision 
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to guard against uneven medical care and to insure consumer 
participation. We believe that the monitoring of family 
planning programs must come from the federal government in order 
to make certain that local programs are accountable at the 
national level and that programs continue to be both comprehensive 
and voluntary. So 

The National Urban League believes that the national 
family planning program must continue until all persons are 
guaranteed freedom of choice with regard to family size and 
spacing of children. We believe it is the duty of the government 
to guarantee such freedom of choice through the provision of 
comprehensive family planning services to all those desiring 
them. We have no reason to assume that local and state 
governments will be either willing or able to commit the resources 
necessary to provide these services. The development and financing 
of categorical family planning programs must come from the federal 
government until such time as we are able to integrate family 
planning services into a comprehensive national health insurance 
program of some kind. i ° 

In addition, I would Like to point to the need for much 
more intensive research leading toward a range of safer and 
more effective contraceptive methods. Our present contraceptive 
technology is not adequate to meet the needs of all individuals 
in our society. There are problems associated with our most 


modern methods of contraception, the IUD and the pill, and improved 
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technology is desperately needed. While we deplore compulsory 
testing for sickle cell trait, I must point out that sickle cell 
anemia is contralhdicastive to the use of oral contraceptives. 
Hypertension, which appears to have a greater incidence among blacks, 
also makes pill use inadvisable. These points illustrate the need 
for expanded research in this field. | 

Passage of the bill before this subcommittee, which continues 
and expands the Family Planning Services & Population Research Act 
of 1970 for three more years, is essential. Prodráss has been 
made in the last few years, progress which is basic to the 
achievement of our most important health goals and vital to the 
elimination of poverty and institutional racism from our national 


life. We must continue the work that we as a nation have begun. 
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Wurse-lidwifery Activity in the 
Family Planning Clinics of the 
Kings County Hospital Center 
and 
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I am a Registered Professional ilurse and a Certified Nurse- 
Midwife in charge of the Family Plauning Clinics at the Kings 
County Hospital Center and Downstate Medical Center located in 
the heart of the borough of Brooklyn, New York. 

Although I have adidnistrativd responsibilities, most of my 
time is spent in giving direct service to the patients and the 
clinical instruction of nurse-midwife students in the techniques 
of performing post partum examinations and delivering family 
planning, services. 

In this report, I will try to describe the function of the 
nurse-midwives together with the physicians within the framework 
of a comprehensive maternal and child health care Wear dan) Family 
Planning is an integral part of this care. | 

The Kings County liospital Center is both a city and county 
hospital with a bed capacity of close to 3000. Almost all of the 
patients it serves are classified as medically indigent. It is 
a predominantly black population comprised of Americans (from the 
rural areas of North and South Carolina), llaitians, West Indiens, 
and Spanish speaking people froin Puerto Rico, liexico, Central and 
South America. There is a small group of Europeans, American 
whites, and people from Asia and the Near East. 

lie Downstate lfedical Center, located across the street from 
Kings County is part of the State University of Wew York. This 
Center has its own clinic and hospital facility. Medical students 
obtain clinical experience in both hospitals and clinics. The 
same Departwent Chairuan and Resident Physicians serve both 
hospitals. The University ilospital of the Downstate lledical Center 


accomodates both private and ward patients. 
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surse-Midwives have been a part of the obstetrical team at 
Kings County Hospital since 1950. As Faculty in the Division of 
idurse-lfidwifery, they are responsible for the training of midwives. 
The sane faculty have service responsibility as well. Last year, 
tne Division trained a total of 54 women in the combined Basic, 
Intern, and Refresher courses. In the service capacity, they 
delivered 39% of the obstetrical patients for a total of 1580 
deliveries. In the Prenatal clinic, they managed 61% or 12,668 
patient visits. In the Post Partum and Family Planning they 
cared for 967 or 18,677 patient visits. 

What is a Nurse-Midwife? The Nurse-llidwife in the U.S. is 
a Registered Professional Nurse who is professionally certified 
in durse-Midwifery after additional theoretical and clinical 
training in obstetrical care. She is qualified to Tu out the 
patient's prenatal examination and evaluate the course of pregnancy. 
She is specially trained to detect difficulties during the 
Pregnancy and refer these to the doctor's attention. In the U.S. 
the nurse-midwife is never a private practitioner. The midwife 
and physician practice as a team; together they offer the patient 
wore comprehensive care than either can pive alone. 

The midwife is a skilled specialist in normal obstetrics, 
qualified to manage the process of normal labor and deliver the 
baby exactly as the doctor would. She cares for the newborn 
iuaediately after delivery. She provides constant attention and 
gentle support to the woman in labor even as she excercises 
judgement in the management of the course of labor. 

In making daily rounds on her post partum patients, she 


discusses post partun care of both the mother and her baby, infant 
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feeding, adjustments to the home situation and planning for 
future pregnancies. llethods of contraception are introduced on 

a "cafeteria" basis, it is up to the patient to choose a safe 
method unless there is a valid medical contraindication to that 
method.  Contraceptive pills, condoms and spermicidal foam may be 
offered to the patient before she leaves the hospital. It is 
necessary to help the patient realize that fertility may be 
re-established before the first menstrual period. 

Pregnant teenage girls, 16 years and younger, married or not, 
attend the separate Prenatal clinic conducted by Nurse-liidwives. 
Here in their own clinic, their special physical, emotional, 
social, and educational needs are sympathetically handled by 
experienced professionals. In addition to the midwifery staff, 
there is a social worker and clinical psychologist. RE "rap 
sessions" as well as individual guidance is available to. these 
hign risk youngsters. 

The same midwives are on call for the teenagers when they 
are admitted to the Labor Room. If the course of their labor is 
normal, they will be delivered by the 8 In the event 
of complications, they will be supported in labor as well as the 
Delivery by the midwife and the doctor will manage the delivery 
of the infant. 

They are counselled on methods of family planning and may 
receive contraception before leaving the hospital. In the Post 
Partum Family Planning Clinic, six weeks after delivery, they are 
examined and given follow up birth control methods by the same 
midwifery staff that attended them throughout the prenatal and 


intrapartun period. 
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So often, the young girls telephone their "substitute mothers" 
for advice and support on home problems. Together with the social 
worker and/or psychologist, the midwife helps the girls make this 
difficult adjustment. 

The Post Partum - Family Planning Clinic is staffed by 7 
nurse-midwives and 3 physicians. Each week, the same staff holds 
four clinic sessions at one hospital and three sessions at the 


other. It is one of the largest clinics of its kind in the nation 


with a registration of over 24,000 patients. 

We perform examinations, take Papinicaleau smears, do routine 
Gonorrheal cultures, insert and remove intra-uterine devices, fit 
vaginal diaphragms, initiate oral contraception, arrine for 
voluntary sterilization for both males and females, counsel revisit 
patients on matters concerning contraception, personal health, 
diet, sexuality, child and infant care, and family life. . 

Each week approximately 400-450 patients receive our care 
and advice which includes 225 new patients. Of the new patients, 
100 are post partum, 100 post abortion, and 25 are walk-ins or 
referrals from other clinics. The remainder are revisits. 

It is not possible to keep all of the new patients as the 
clinic census would escalate far beyond our capacity to serve in 
a short time. Instead, we retain all those who are nearest to our 
clinic and all the patients on special research studies. The 
others are given initial contraception and referred to a neighbor- 
hood Family Planning Clinic. We have close liason with all 24 
clinics in Brooklyn and with the conmunity organizations in both 
the Brownsville - East New York and the Bedford Stuyvesant 
Workers fron these O.E.O. funded organizations, come 


sections. 
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to our clinic each week to give the patients, assigned to their 
neighborhood family planning centers, direct appointments. We 
meet with these workers from time to time to promote better 
understanding between their services and ours and to discuss 
improvement and mutual expansion plans. 

In describing the number of new visits, I made mention of the 
post abortion patients. At Kings County Hospital, approximately 
154 elective abortions are performed each week by physicians. 

Four weeks later, the staff in the Post Partum family planning 
clinic examines those who keep the appointment and either initiates 
or continues a birth control method of the patient's choice. As 
with the other new patients, referrals are made for follow up care 
.at their neighborhood clinics. 

Each day, one of our staff, visits the abortion onte) to 
educate patients on the methods of contraception, to give, condoms 
and foam, or oral contraceptives at the bedside, to counsel, 
support and relieve anxieties of the women who are about to 
undergo the operation. We explore with each woman the reasons 
for past failure. All efforts are bent on preventing a repeated 
abortion. Weedless to say, we do not always succeed. 

Desides the service aspects of the clinic, our statt in 
family planning is engaged in a vast manpower training program. 
Under a Grant from the Agency For International Development, three 
12 week courses are held each year for foreign midwives, most of 
whom come from Geer areas. Twelve to sixteen midwives are 
sent to us from various agencies such as A.I.D., Pathfinder Fund, 
I. P. P. F., WHO, and others. The trainees attend all seven 


clinic sessions per week and are instructed in performing all 
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techniques necessary to give qualitative as well as quantitive 
fa ly planning services. When clinic is not in session, the 
course provides lectures, films, demonstrations with visual and 
wanual aids, discussions, and field trips. Interpreters are 
available to those students who cannot speak or understand English. 

In between the three 12 week courses for foreign midwives, 
we arrange shorter courses for Americans who are enrolled in the 
Division of Midwifery at the Downstate liedical Center. About 
60 such students enrolled in the three courses offered by the 
School are given two weeks of intensive clinical and theoretical 
training in our clinic. Some very interested students come back 
on an individual schedule to obtain better skills. Other American 
Nurse-Midwives come to us from out-of-state for the three month 
training along with the foreign students. They must obtain their 
own funding. We expand our staff from this lattcr ege and Che 
widwifery students enrolled in the School of Midwifery. The 
foreign students are expected to return to their countries after 
training. 

Third year medical students are given an opportunity to 
obtain instruction in three clinic sessions. Interested students 
may come separately for further training. A number of medical 
students from other líedical Schools elect one month of family 
planning instruction. In the past three years, we have had a 
number of first year medical students participating in our clinic. 
Usually our medical students do not receive clinical experience 
until the third year. We pay special attention to these fledge- 
ling clinicians. Two of these first year students spent two 


years with us attending clinic in free time from their other 
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comm’ ttments and one complete summer. They received certificates 
in Fawily Planning just as we give to our other trainees and were 
awarded lonorary Midwife Degrees. Now at the end of their third 
year in medical school, they have declared their intention of 
seeking a residency in obstetrics and gynecology after completion 
of their fourth year. 

ilursing students from both hospitals and from other nearby 
institutions Observe our operation. We try to serve as role- 
models for these aspiring nurses. 

Countless professional visitors from home and abroad observe 
in the clinic and pick our brains on motivation and training 
techniques. The standard question is, “How fast can I train 
people in Family Planning?" My standard answer is, "What do you 
expect them to do after you have trained them?" E 

From time to time, one of our staff accepts assignment over- 
seas for three to four months to set up a training program. Once 
organized and trained, the nucleus group of midwives is expected 
to continue the program of training others. Thus far we have 
begun programs in Afghanistan, Ghana, and Thailand. Plans are 
under way for others. 

In the U.S. we are often called upon to participate as 
lecturers and participants in Seminars and workshops in family 
planning. 

I have attempted to describe the enormous activity of the 
nurse-midwifery and physician staff in the Downstate and Kings 
County Medical Centers.dedicated to the provision of comprehensive 
service in Maternal and Child Health. 


An important part of this care is provided by the Post Partum 
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and Family Planning Clinic serving both hospitals. 

It is vital that such a training and service center continue 
to grow and serve our local conmunity, our American community, 
and our World community. 

As I conclude this testimony, may I offer uy gratitude and 


that of our staff for the privilege of being here today. 
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Ei 


Nurse- 
Midwifery 
Training 
Program 


in 
Family 
Planning 


A branch of the State University of New 
York, Downstate Medical Center, located in 
Brooklyn, New York, is one of the largest 
health research and teaching complexes in 
the United States. it encompasses four pro- 
fessional schools—the College of Medicine, 
the Schoo! of Graduate Studies, the College 
of Nursing, and the College of Health Related 
Professions—and the 350-bed State Univer- 
sity Hoepital. it provides the clinical staff for 
Kings County Hospita! Center, a 2,000-bed 
municipal hospital, and it is affiliated with 
nine other hospitals in the community. 

Downstate's nurse-midwifery training pro- 
gram in family planning is administered by the 
College of Health Related Professions. In- 
struction is provided by the Department of 
Obstetrics and Gynecology of the College of 
Medicine. Financed by a grant from the 
Agency for International Development, the 
program has been operating regularly since 
1966, and has over 200 graduates currently 
providing family planning services around 
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the worid. With the backing of their govern- 
ments and universities, some of these gradu- 
ates have established similar training pro- 
grams in family planning for nurse-midwives 
in Ghana, Senegal, and Thailand. 


Program Description and 
Course Content 


The goals of the program are threefold: 

1. To train midwives and physician-midwife 
teams for the management of family planning 
Clinics, including the motivation of patients, 
the provision of all types of contraceptive 
services, the diagnosis and management of 
associated minor gynecological and peycho- 
logical problems, and the appropriate referral 
of persons desiring sterilization and persons 
with problems of infertility. 

2. To operate such multilingual family- 
planning clinic activities as are necessary 
to assure adequate clinical experiences for 


the training of nurse-midwives and physician- 
midwite teams in all types of contraceptive 
services and problems. 


3. To provide training, direction, and con- 
sultation for nurse-midwives and physician- 
midwife teams in the planning and establish- 
ment of service projects and training 
programs in family planning. 


Didactic instruction is provided In the fol- 
lowing areas: 


Reproductive anatomy and physiology, 
male and female 

Breast and pelvic examinations 

Overview and history of contraception 

Endocrinology and chemistry of "the pill" 

Intrauterine devices: techniques of inser- 
tion and removal 

The vaginal diaphragm 

Cervical, vaginal, and pelvic pathology 
related to contraception 

Psychological problems in the use of 
contraception 
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Abortion 

Problems of infertility 

Pediatrics in relation to family planning 

Organization and administration of family 
planning clinics 

Demography 


Downstate trainees receive their clinical 
experience in the Medical Center's family 
planning clinics, located in the State Univer- 
sity Hospital and in the Kings County Hospital 
Center. Staffed by nurse-midwives under the 
supervision of physicians, the clinics provide 
services tor more than 400 patients per week. 
The patients are medically indigent persons 
who live within those areas of Brooklyn served 
by the Kings County Hospital Center. 

This three-month intensive training program 
is offered three times each year to a limited 
number of trainees. Information on the precise 
dates is available upon inquiry. Special 
arrangements can be made for several appli- 
cants from a single country. 


At the end of the course, trainees should 
be capable of providing family planning ser- 
vices with minimum medicai supervision. 

A certificate is awarded upon successful 
completion of the course. 


Admission Requirements 


The program is opan to nurse-midwives, 
and to professionals certified as midwives 
by their governments, who are citizens of a 
country other than the United States. Appil- 
cants must be proficient in English, Spanish, 
or French. They must be affiliated with a 
health or medical institution in their home 
country which will permit them to apply the 
training provided in the program. Preference 
is given to individuals who will be able to 
train others. 

Requests for sponsorship in the program 
should be made through the Agency for 
International Development in the home coun- 
try of the applicant. A limited number of 


applicants who are not sponsored by AID are 
admitted to the program by direct application. 
No tuition is charged for the course. 
Trainees will be allocated living quarters in 
apartments near the Medical Center. Lodging 
fees are arranged through Individual scholar- 
ships. AID participants receive an allowance 
per month for food and personal expenses. 
Travel to and from the participant's home 
country is provided by AID or other sponsors. 
Applicants who do not receive travel funding 
from their own organizations or AID may 
request such funding from this program. 


Applications and inquiries 
These shouid be addressed to: 


Mrs. E. Pendieton 

Department of Obstetrics and Gynecology 
Downstate Medical Center — Box 24 

450 Clarkson Avenue 

Brooklyn, New York 11203 
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. What Is A 
Nurse-Midwife? 


N.Y. Times 


THE AMERICAN COLLEGE 
OF NURSE-MIDWIVES 


The professional organization for nurse-midwives 
in the United States dedicated to " . . the im- 
provement of services for mothers and babies, in 
cooperation with other allied groups. 


50 East 92nd Street, New York, N. Y. 10028 


WHAT IS A NURSE-MIDWIFE? 


The nurse-midwife is a Registered Nurse who by 
virtue of added knowledge and skill gained through 
an organized program of study and clinical ex- 
perience recognized by the American College of 
Nurse-Midwives, has extended the limits of her 
practice into the area of management of care of 
mothers and babies throughout the maternity 
cycle so long as progress meets criteria accepted 
as normal. 


HOW DOES SHE FUNCTION? 


In association with the obstetrician to whom she 
is responsible, the nurse-midwife provides care 
as long as progress is normal. She cares for the 
mother during pregnancy and stays with her during 
labor providing continuous physical and emotional 
support. She evaluates progress and manages 
the labor and delivery, always watchful for signs 
requiring medical attention. She evaluates and 
provides immediate care for the newborn. She 
helps the mother to care for herself and for her 
infant; to adjust the home situation to the new 
child; and to lay a healthful foundation for future 
pregnancies. The nurse-midwife is prepared to 
teach, interpret and provide support as an integral 
part of her service. 


In the U.S.A. a nurse-midwife always functions 
within the framework of a medically directed health 
service; she is not an independent practitioner. 


ARE NURSE-MIDWIVES LICENSED TO 
PRACTICE? 


The license to practice nurse-midwifery is deter- 
mined by the legal jurisdiction in which the nurse- 
midwife is employed. Information may be obtained 
from local or state authorities responsible for pro- 
fessional licensure. 
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HOW DO YOU BECOME A CERTIFIED 
NURSE-MIDWIFE? 


Nurse-Midwifery education is currently offered 
on a post R. N. and a Master's degree level. The 
post R. N. program provides a curriculum of theory 
and clinical experience in nurse-midwifery. The 
degree program offers preparation in nurse-mid- 
wifery in conjunction with a curriculum leading to 
a Master's degree. 


If you are a Registered Nurse licensed to practice 
in one of the United States, apply to the program 
of your choice. Upon graduation you are eligible 
to take the American Coilege of Nurse-Midwives 
national examination for certification. 


If you have graduated from a Nurse-Midwifery 
program outside the United States and are a Regis- 
tered Nurse licensed to practice in one of the 
United States, apply to the refresher program of 
your choice. Upon completion of the refresher 
program you are eligible to take the ACNM national 
examination for certification. 


When a Nurse-Midwife is certified by the American 
College of Nurse-Midwives, she is entitled to use 
the initials C.N.M. after her name. 


WHERE IS NURSE-MIDWIFERY TAUGHT? 


Institutions currently offering basic education 
in nurse-midwifery, internship programs, or re- 
fresher programs are as follows: 


State University of New York 
Nurse-Midwifery Program 

College of Heaith Related Professions 
Box 1216 

Brooklyn, New York 11203 


Frontier School of Midwifery ce 
and Family Nursing 

Wendover 

Leslie County, Kentucky 41776 


Columbia University Graduate Program MB 
in Maternity Nursing and 
Nurse-Midwifery 
Dept. of Nursing. Faculty of Medicine 
Columbia-Presbyterian Medical Center 
622 Weet 168th Street 
New York, New York 10032 


CB, A, I 
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The Johns Hopkins University MB 
School of Hygiene A Public Health 

Nurse-Midwifery Program 

615 North Wolfe Street 

Baltimore, Maryland 21205 


University of Utah MB, R 
College of Nursing l 
Graduate Major in Maternal and Newborn 

Nursing and Nurse-Midwifery 
25 South Medical Drive 
Sait Lake City, Utah 84112 


Yale University School of Nursing MB 
Graduate Program in Maternal and Newborn | 
Nursing and Nurse-Midwifery 
38 South Street ' 
New Haven, Connecticut 06510 


University of Mississippi MB, CB, R 
Nurse-Midwifery Program 

2500 North State Street 

Jackson, Mississippi 39216 


Maternal Heaith Service N, 1 
The Community Hospital of Springfield 
and Clark County 
2615 East High Street 
Springfield, Ohio 45501 


Grady Memorial Hospital R.I 
Nurse-Midwifery Service 

80 Butler Street, S. E. 

Atlanta. Georgia 30303 


*The University of Illinois at the MB 
Medical Center 
College of Nursing - Dept. of 
Maternai-Child Nursing 
Nurse-Midwifery Program 
P. O. Box 6998 
Chicago, lilinois 60680 : 


*Loma Linda University MB, CB 
School of Nursing: 
Nurse-Midwifery Program 
Loma Linda, California 92354 


Los Angeles County - University of R, ! 
Southern California Medical Center 

Women's Hospital, Nurse-Midwifery Service 

1240 North Mission 

Los Angeles, California 90033 

(In collaboration with Loma Linda University) 


Booth Maternity Center H. I! 
6051 Overbrook Avenue 
Philadelphia, Pennsylvania 19131 
in affiliation with 
Maternity Center Association 
48 E. 92nd Street, New York, New York 10028 


St. Louis University R 
Nurse-Midwifery Program 

1401 South Grand Boulevard 

St. Louis, Missouri 63104 


Beth Israel Medical Center R 
Nurse-Midwifery Service 

5 Dazian Building 

10 Nathan D. Periman Place 

New York, New York 10003 


*United States Air Force CB 
Nurse-Midwifery Program 
Melcolm Grow USAF Medical Center 
Andrews Air Force Base, Maryland 20331 


CB — Certificate Basic Nurse-Midwifery Program 

MB — Master's Degree Basic Nurse-Midwifery Program 
R — Refresher Program 
| — internship Program 


*Approval Pending 
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Here's why an increasing number 
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heryl and I have a baby boy,” my 
brother said exultantly when he called 
JP" to announce the birth of his third 
child. But he wasn't so exultant as he went 
on to describe the circumstances of his wife's 
delivery. Cheryl's obstetrician, it seems, al- 
most didn't make it to the hospital in time 
for the birth. In fact, he arrived too late to 
perform an episiotomy, with painful and po- 
tentially troublesome consequences. 

Ironically enough. Cheryl had selected this 
particular obstetrician because of his warm 
and human concern for each of his patients. 
She liked his ability to put her at ease by 
answering her many questions, and he was 
well acquainted with her past medical his- 
tory—even though he had not arrived in time 
for her previous delivery. That time a resi- 
dent physician-in-training had been called in 
at the last minute to take charge. 

Cheryl was inclined to bc sympathetic 
with her doctor. however, for she was a 
registered nurse herself, and well aware of 
the impossibly busy schedules of most ob- 
stetricians. While Cheryl was in labor, she 
knew her doctor's office was full of expectant 
mothers awaiting check-ups by him. 

This experience in my immediate family 
serves to underscore what American health- 
care planners have known for some time, that 
obstetricians are in short supply. And the 
situation is likely to get still worse before it 
gets better. In 1970, Dr. J. Robert Willson, 
President of the American College of Ob- 
stetricians and Gynecologists, wrote in the 
organization's official newsletter: There is 
little hope of solving the problem in the near 
future by graduating more physicians or by 
attempting to increase the number of obste- 
trician-gynecologists. At the present time at 
least fifteen per cent of residency positions 
are unfllled and more than one-third of the 
residents on duty are graduates of foreign 
schools." Within ten years, four out of ten 
babies in the U. S. will be delivered without 
a physician of any kind in attendance, ac- 
cording to a prediction by Dr. Louis Hellman, 
the internationally known American obste- 
trician who is currently Special Assistant 
to the President on Population Problems. 

In light of this gloomy prospect, what can 
be done to head off a national crisis in pre- 
natal and maternity care? Fortunately, there 
has been a most promising development— 
the use of certified nurse-midwives. 

Though the term “midwife” is apt to con- 
jure up visions of stooped grannies with no 
formal training, today's certifled nurse-mid- 
. wife is a medically competent professional, 
up-to-date in every way. She has been spe- 
cially trained to provide complete maternity 
care from early pregnancy right through 
delivery—so long as the patient's progress 
remains normal. However, she is never an 
independent practitioner. Should any com- 
plication arise, she immediately refers the 
case to the obstetrician to whom she is re- 
sponsible and he then takes over thc case. 


To become a certified nursc-midwifc 
a woman must hc a registered nurse, 
preferably with some on-the-job ex- 
perience. She must complete an addi- 
tional onc- to two-year educational 
program recognized by the American 
College of Nurse-Midwives, and she 
must then pass a National Certifica- 
tion Examination. 


n January 1971 the certified nurse- 

midwife was endorsed as a key non- 
physician member of the modern 
obstetrical team in the “Joint State- 
ment on Maternity Care," issued by 
the American College of Obstetri- 
clans and Gynecologists and their 
Nurses Association along with the 
American College of Nurse-Midwives. 
It was stated that "qualified nurse- 
midwives may assume responsibility 
for the complete care and manage- 
ment of uncomplicated maternity pa- 
tients." (Nurse-midwives, of course. 
enable overworked physicians to de- 
vote more time to patients with 
complications. ) 

Training in nurse-midwifery ts 
highly practical. At Brooklyn's Down- 
state Medica] Center, for example. 
prospective nurse-midwives fre- 
quently serve an optional six-month 
internship in the maternity wards in 
addition to their regular midwifery 
education program. During this time 
each midwifery student may perform 
as many as 120 deliveries, approxi- 
mately the same number that the 
average physician performs during 
his training. 

In addition to providing personal 
maternity care, nurse-midwives are 
trained to give comprehensive family 
health education and counseling about 
such matters as birth control the 
changes and possible discomforts of 
pregnancy, and various aspects of 
infant care. Women often feel freer 
to discuss personal problems—per- 
ticularly those related to sex—with 
a nurse-midwife than with an obste- 
trician. 

Lorraine Acosta, whose first baby 
was delivered by a midwife this year. 
couldn't be more enthusiastic about 
her experience. In her seventh month 
of pregnancy Lorraine was assigned 
to Sandra Alexander, a student nurse- 
midwife in Yale University’s master's 
degree training program who was 
getting her clinical experience at New 
York's Beth Israel Hospital. From 
then on. Lorraine's case was handied 
entirely by Sandra, although her 
supervising nurse-midwife was in at- 
tendance for each of the prenatal 
exams and the delivery itself. During 
this period Lorraine and Sandra de- 
veloped a close relationship. 

According to Lorraine, this per- 
sonal rapport made her labor much 
more bearable: “Sandra was there to 
explain what was happening during 
the whole six hours of labor. She 
gave mc the confidence that I was 
going to come through it all right." 


Several weeks after the birth, 
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Sandra visited Lorraine's home to 
ace how mother and child were get- 
ting along and to offer advice on in- 
fant care. Lorraine was perticularly 
enthusiastic about the family plan- 
ning information she received. She 
commented, “Sandra cxplained vari- 
ous contraceptive methods and helped 
me make an informed decision." 

Lorraine has become an ardent 
promoter of nurse-midwivcs: "I teli 
cvery pregnant woman I know to 
have a midwife." 

Sandra Alexander, who had worked 
in general nursing for a year before 
she began training as a midwife, is 
equally enthusiastic. One of the things 
that most attracted her to the field 
was the possibility of developing a 
continuing relationship with her pa- 
tients. From her point of view, the 
birth of Lorraine Acosta's first child 
was a "remarkable experience." She 
explains, The kind of personal sup- 
port- -emotional as well as medical 
that I was able to give Lorraine is the 
ideal that nurse-midwives strive for." 

The first school of nurse-midwifery 
in this country was founded in 1931 
in New York City by the Maternity 
Center Association. The midwifery 
training offered at this institution 
was patterned after the educational 
system of England, where midwifery 
was much more common. Over the 
years, however, training has evolved 
to meet the special needs of the 
United States. Currently nine institu- 
tione—from New York to Utah to 
Puerto Rico—offer basic midwifery 
training, and their number is expected 
to increase dramatically within thc 
next few years. The American Col- 
lege of Nurse-Midwives is the profes- 
sional organization that sets the 
standards for quality midwifery care 
and provides guidelines and accredi- 
tation for educational programs. This 
month the U. S. group has the honor 
of hosting the International Congress 
of Midwives in Washington, D.C.; it 
will be the first time the Congress 
has been held in North America. 

At present there are some 1,200 
practicing nurse-midwives in the 
United States, 600 of whom are certi- 
fled by the College of Nurse-Mid- 
wives. Because of a recent change in 
certification procedures, this number 
is likely to increase significantly 
within the next few months. In addi- 
tion, there are more than 1.200 
foreign-trained midwives now residing 
in the U. S. Many of these women 
are expected to gain certification here 
hy taking refresher courses. 

Health care planners are particu- 
larly interested in the possibility of 
a wider use of midwives to provide 
maternity care, because such a trend 
could substantially lower the cost of 
health care for women. The experi- 
ence of the New York City Health 
Department indicates that a certified 
nurse-midwife can care for approxi- 
mately three-fourths as many pre- 
natal patients in a morning as thc 
average obstetrician; her per-hour 
salary is considerably less than that 
of the obstetrician. Moreover, thc 
nurse-midwife frequently provides 


services over and above the usual 
range of obstetrical care—for ex- 
ampie, individual counseling and 
general health education. 

Perhaps because they represent a 
relatively new specialty—or possibly 
hecause, as women, they are scnsi- 
tively attuned to the likely discom- 
forts of labor and delivery—nursc- 
midwives have deen particularly 
successful in adapting rigid hospital 
procedures to the needs of the preg- 
nant woman and her husband. 

In other countries, midwives fre- 
quently deliver babies in the familiar 
atmosphere of the patient's home. In 
this country, certified nurse-midwives 
perform deliveries only in a hospital 
setting. However, they believe that 
some family member or close friend 
should always be allowed to accom- 
pany the mother-to-be into the labor 
room and occasionally into thc dc- 
livery room as well. Of course, many 
hospitals have ruled against this 
practice. But nurse-midwives in two 
New York City hospitals have suc- 
ceeded in changing institutional regu- 
lations to enable fathers-to-be and 
even grandmothers or close women 
friends let into the labor room. 
Mothers and fathers have heen 
unanimously enthusiastic ahout this 
new policy. 


urse-midwives have also been in- 

strumenta) in introducing a change 
in the traditional birth position. For 
years American women have given 
birth flat on their backs. Yct many 
persons in and out of medicine main- 
tain that this position was chosen for 
the doctor’s convenience rather than 
for the laboring woman’s comfort or 
the baby’s well-being. Physicians and 
nurses have repeatedly noted that 
many women seem to have a natural 
desire to sit up in bed in a tailor- 
like position during active labor. This 
preference appears to be an instinc- 
tive reaction of the body to enhance 
the natural forces in action during 
the birth process. If thc mother's back 
is elevated from the bed and flexed 
forward, the uterine and abdominal 
muscles can morc naturally direct the 
fetus through the normal curvatures 
of the mother's pelvic canal, thus 
apparentiy shortening her labor. 

One certified nurse-midwife has 
even designed a Styrofoam wedge to 
comfortably clevate the laboring 
woman's back. Another midwife uses 
a specially designed adjustable wooden 
hack-rest, padded for softness. Other 
nurse-midwiver simply elevate the 
head portion of the labor beds and 
delivery tables or use several pillows 
to provide the desired elevation. Al- 
though no comprehensive study of 
the effectiveness of various labor and 
dclivery positions has been made so 
far, most patients express a prefer- 
ence for the clevated position. 

The new procedures being intro- 
duced by certified nurse-midwives 
are almost as numerous as the prac- 
titioners themselves. In onc hospital. 
for example, midwives set up an 
carly-labor lounge, where patients 
can relax, nnd have tea with their 
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husbands rather than be needlessly 
confined to bed. Nurse-midwives in 
several other hospitals have per- 
suaded administrative officials to 
allow the infants of minimally-medi- 
cated mothers to breastfeed immedi- 
ately following birth, while still on 
the delivery table. In addition to the 
practice's being a gratifying emo- 
tional experience for the new mother, 
medical textbooks confirm the fact 
that the infant's sucking stimulates 
uterine contractions in the mother, 
often hastening the expulsion of the 
placenta. A nurse-midwife in yet an- 
other hospital was distressed because 
patients were always moved during 
the most difficult last phase of labor 
from the labor room to the delivery 
room. This transfer often requires 
active climbing or sliding over from 
bed to stretcher to delivery table at 
a time when the patient is in maxi- 
mum discomfort. With the permis- 
sion of the obstetrician, the midwife 
in question allowed women whose 
labor was normal to stay in the labor 
room for birth itself. 

These and other advances made by 


certifled nurse-midwives thus far give 
hope for significant improvement in 
the human dimension of maternity 
care in this country. How widely 
they are adapted in the future will 
depend primarily on whether Ameri- 
cans are willing to re-evaluate their 
traditional ideas about good medical 
care. At present the vast majority of 
middle-class women still feel that 
their babies must be delivered by a 
physician, preferably an obstetrician. 
Yet experience in many other nations 
does not support this belief. Approxi- 
mately 80 per cent of the world's 
babies are delivered by nurse-mid- 
wives. And this is the case not simply 
in underdeveloped countries, where 
midwifery is naturally prevalent. In 
most of Western Europe—in several 
nations with lower infant and ma- 
ternal death rates than our own— 
care by midwife is the norm. 

Clearly, the midwife should not be 
looked upon as second-best to a doc- 
tor. But, as the 1970s progress, more 
and more women will be discovering 
how warm and competent the new- 
style midwives can be. 
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"STATE UNIVERSITY 
OF NEW YORK 


DOWN STATE MEDICAL CE NTER e DEPARTMENT OF OBSTETRICS AND GYNECOLOGY 


June 1,1973 


Senator Alan Cranston 

Chairman, Special Subcommittee on Human Resources 
United States Senate 

Washington, D.C. 20510 


Dear Senator: 


I was delighted to receive your letter of May 15,1973 
with the enclosed questions pertaining to my written 
testimony which I unhappily did not get the opportunity 
to read at the hearing. Missing that hearing was a most 
frustrating and disappointing experience for me. After 
reading your letter, I know that I would have enjoyed 
meeting you and speaking with you. 


I have enclosed seme answers to your questions and 
hope that I interpreted your inquiries correctly. Please 
don't hesitate to call on me again. 


NA yours, 

Shirley Okrent, R.N. C.N.M. 

Coordinator of Nurse Midwifery Activities 

in Family Planning at Kings County Hospital Center 
and Downstate Medical Centers 
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Questions for Mrs. Okrent: 


1. As Director of a major urban program offering family 
planning services in an organized setting, what do 
you think the effect of the Administration's proposal 
to limit expansion of support of family planning ser- 
vices to Medicaid and title IV-A programs will be in 
your community? 


2. Does your center receive a substantial portion of its 
income from Medicaid reimbursements? 


3. Could you tell me what the costs on the average are 
of training nurse midwives and the duration of the 
training? : l 


4, What is the source of funding for these programs? 


5. Have you determined the effect of utilizing nurse 
midwives on the program's capacity to treat addi- 
tional patients? 


Answers from Mrs. Okrent to Senator Cranstons 


1. Let me explain that I am not the director of this program. 
Dr. Schuyler G. Kohl is the director. I am in charge of the 
clinical activity of the nurse-midwives, give direct service 
to patients and participate in the instruction of students 
in the Post Partum and Family Planning clinics. 

However, I can say that a proposal to limit the expansion 
of support of Family Planning services to Medicald and 
Title IV A programs will increase the number of patients 
in city or county hospitals like Kings County Hospital, 
since the people will not be able to afford services in 
voluntary hospitals to which they now go. Also, a certain 
number of patients might not even transfer over to public 
hospitals, but might discontinue contraception if they are 
turned away from the clinics they now attend with the medi- 
caid benefits. i 


2. I do not know what portion of our center*s income is 
derived from Medicaid reimbursements, This information 
could be obtained from the Health and Hospitals Corp. 
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3. Nurse-midwifery education in this country is based on 
Nursing education; that is, one must first be registered 

in a state to practice professional nursing before applying 
for midwifery training. 

In a certificate program such as ours, we could prepare 
a registered professional nurse as a nurse-midwife ina 
period of 6-8 months depending upon the level of prepara- 
tion she comes with. Many of the applicants already have 
a M.S. and B.S. degree in Nursing, others have many years 
of experience in obstetrics. 

Because of the close function of our education and 
Service programs and other clinic functions with the Dept. 
of Obs-Gyn it is difficult to arrive at a cost figure. 

Family Planning is included in all of our Nurse-Midwifery 
programs. 


lh, The source of funding for these programs are: 
a) Grants from the National Institutes of Health 


b) S " the Commonwealth Fund 
c) " " Health Services Mental Health Admin. 
d) S 7 U.S. A.I.D. 


These grants also pay for some of the Faculty's salaries 
and student support. 


5. The effect of utilizing nurse midwives in our program 
has made it possible to extend family planning services 

to many more patients than would be possible with physicians. 
It would hardly be possible to obtain 6-8 physicians that 
would have the time to devote 21 hours a week to the clinic 
services even if we didn't have a training progran. 
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NEW YORK STATE 
RIGHT TO LIFE COMMITTEE 


Fourded 1967 
41 State & 
Albany, N.Y 1227 
Area Code 31843412 
After Hours 518 2 28 e 
May 10, 1973 


TO: MEMBERS OF THE WELFARE AND LABOR COMMITTEE 
FROM: JOHN MIDDLETON, Ph. D., Marriage and Family 


Life Educator and Counselor, Vice-Chairman 
New York State Right to Life 


RE: Cranston Family Planning Bill 
Distinguished Members of the Committee, Mr. Cranston: 

On behalf of New York State Right to Life, 
as a professional representative of family life educatia, 
family counseling, family sociology, and as a sex educawr, 
it is my priviledge to share a few moments condensing 
several years of study, practice and research, 

The Bill in question represents nearly one 
billion dollars ($973 million) during the next three 
fiscal years and should, therefore, be based on the very 
best available evidence that it will, in fact, aid the 
country in very large ways and not, in fact, be damaging 
to this great nation. It appears to be an implementation 
of a recent Commission Report whioh "found" much con tro- 


versial data and was rejected by the President who 


Let us not be deluded, this bill sets gp 


Kusene McMahon. Esa. Machinery for a grossly expensive control and research 


DS nography 


Dx. James Cappuccino HABONCY which could act for private family life as the 
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Occupational Safety and Health Act dees for private business, 
It is a matter ef record in Congress, from sevoral"expert" 
witnesses that the tag "voluntary" 1s the foot in the door 
tactic and that any population control in the context of this 
bill must be clearly regulated to achieve effectiveness. Any 
statements about voluntaryism and ne abortion programs could be 
easily amended after passage. It is important to see that 
Section 1000, Subdivision (1) of unwanted and health threatening 
pregnancies, which in teday's practices means abortions as 
back up measures, may well be literally contradicted by the 
simple statement in Seotion 1008 succinctly expressing tho 
opposite. Tight rope walking is indicated and some court may 
well say that abortion is not a method of family planning and 
render the safeguard against abortion meaningless. The majority 
of Americans want no part of abortion. The "majerity" here is 
attested to by the survey published by Better Homes and Gardens, 
October 1972, where 350,000 peeple showed that 59€ de net want 
abortion considered in family planning. The States of North 
Dekota and Michigan in an overwhelming public vote, November 
7, 1972, rejected abortion and those two States probably re- 
present the nation. Surveys by Institute of Social Research, 
University ef Michigan, published in the Evening Star and 
Daily News, Washingten, D. C., Aprill7, 1973, show further 
rejeotion of abortion. 

Aside from opinions of the majority of our pepulation, 
the evidence smassed by the Peundation Por Education and Research 
in Child Bearing, London, England, shows abortion te be a majer 
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risk to children born subsequently to a mother's prior 
abortion. The evidence is overwhelming and is a matter 
for public health, not a group of quasi health bodies. A 
copy of the report is part of the prepared report for your 
perusal. If the Bill intends to reject abortion, it should 
so state much more explicitly and convinoingly than it 
does now. 

Wow for the contraception and fanily planning 
protions of the Bill. It is assumed that the "Dooms Dey" 
tactics of some population alarmists have come and gone in 
this august body and that the U. 3. Department of Agriculture 
and U. S, Census Bureau reports of the reasonable projections 
about population have also been tempered by the fires of con- 
troversy. In reference to contraception, there are governmental 
programs both national and international, which promote and 
disseminate contraceptive pills, intra-uterine devices, aborti- 
facients, and other methods. These procedures and practices, 
costing millions, are based on the assumption that the practi- 
ces are for the benefit of society. So well accepted are theso 
praotices that tax exempt and tax supported agencies are 
supplying all the materials and even the transportation (welfare 
recipients) to assure that all people are given the opportunity 
to benefit. Tax exempt and tax supported agenoies and orga- 
nizations are providing educational programs and encouraging 
contraceptive pills to children and adults, to all children 
from puberty, whether or not parents approve or even against 
parents' wishes. It is an interesting paradox to note that 


persons (females) taking the pill are reported to be 20% more 
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u. 
susceptible to venereal disease than those not taking the 
pill, and encouraging young people to not only oarry but to 
take the pills indirectly encourages sexual activity. The 
current epidemic of venereal disease (USPHS) cannot be disso- 
ciated from the impact of distribution of the pills and edu- 
cational programs. Such a fact as possible association 
between the pill and venereal diseases is, of course, aside 
from any other reported complications or side effects of the 
pills. It has even been reported in various sources that 
when contraceptive pills are freely distributed in a society, 
there have been noted increases in venereal disease, abor tions 
and illegitimacy. From a public health perspective, it would 
appear that freely distributing the pill to teenagers is 
contraindicated to the well-being of that society. It seems 
that most planners of U. S. policy and domestio programs 
have a Swedish model in mind, particularly in terms of its 
“contraceptive mentality". Sweden's climbing sooial problems 
include suicide, juvenile delinquency, drug abuse, homosexuality 
and the highest per capita venereal disease rate in Europe, 
with the peak age for crime down from 21 years in 1920 to 
ll years in 1967. Frederick Fleisher, The New Sweden, (New 
York, David MK ay Co. 1967), pp 215-218. 

Sexual morality and all the mediated morality we hear 
about cannot really be separated from the focus of the Bill 
in question. Sexual morality is an often mentioned subject 
in the media. Most popular literature on the subject comments 
on how sexually active young people are today. Young people, 
particularly high school and college age, are said to be 
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regularly involved in sex. Objective evidence does not 
Support conclusions that most teenagers are sexually active. 
Evidence from a study in 1971 at Plattsburgh State College 
shows no real difference in the incidence of premarital 
sexual experiences, chastity - between studies on comparable 
groups begun in 1922 and continuing through the years. At 
the time of the most recent study there was no evidence 

that the sexual activity of the college students today is 
more than in previous years. There are, however, the objeo- 
tive findings that even the college age young people are 
caught ap in believing that most of their peers are engaged 
in or have had premarital sex. The empirical evidence says 
simply “that everybody is not doing it but everybody is 
talking about everybody doing it." 

Sex educators today most often push or advise an 
approach made popular by SEICUS which advocates a sithational 
morality to replace "old, worn out" religious convictions, 
Knowingly er unknowingly the advocates of the so-called new 
morality are educating toward a freer sexual behavior. This 
factor, when coupled with the advocates of contraception for 
all teenagers (active or not) and the assurance of back-up 
abortion for any "contraceptive failures" contribute very 
heavily to a breakdown in parental authority, and a bresk- 
down in the self-respect of individuals. Those who advocate 
freer sex with anyone as long as it is rationalized not to 
hurt others seem to prey on the most logical victim in the 
young adolescent whose sexual energies and ouríosities are 


&wakening. The young people make logical and, as a group, 
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not greatly resistive followers of the adults who cater to 
their sexual whims as contrasted to the adulte who advooa ta 
sexual restraint, moral vigor, and followers of "square" 
values. 

In í text book on family life by Robert Blood the 
following problems are found described to be related to 
couples who practices premarital sex. 

a) blunting of relationships (less intense emotional response) 

b) failure to continue maturing in a psyohosexual or psyoho- 
social manner. 

o) dehumanization of the sex act 

d) higher divorce rate 

e) higher number of extra marital affairs 

f) less happiness with self 

In spite of the consistent research findings by 
family life sociologists, not moralists, that chastity before 
marriage is associated with more marital happiness, it seems 
that educators in both private and public schools are promo- 
ting an atmosphere of premarital sex. One is left puzzling 
why, for what purpose? 

The Bill under consideration apparently is based on 
the premise that people are going to become more sexually 
active, that a means of controlling conceptions is necessary 
and every phase must be educated and researched, controlled 
end further educated. 

May I call your attention to the fact that the best 


means known to destroy family life have been practiced by the 
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Communists in Russia and China and were also borrowed by 

the Nazi. These means include several of the present practices 
promoted by the benefactors of present appropriations under 

the massive efforts to get contraception and all its sequalee 
into the mainstream of society. 

It is my opinion that the practices end procedures 
inherent in this Bill will greatly aid efforts to destroy the 
family and therefore our society and whatever benefits may 
be in the Bill are more than offset by the malti-headed monster 


1t creates, 
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509 Westview Drive, 3-A 
Missoula, Montana 59801 
7 Mey 1973 


Chairman, Human Resources Subcommittee 
Senate Labor and Public Welfare Committee 
Washington, D.C. 21510 


Dear Mr. Chairman: 

I am most appreciative of the opportunity to submit a stete- 
ment in support of the proposed "Family Planning Services and 
Population Resesrch Amendments of 1973," as suggested by Senator 
Matcalf. 


My nama is Frances Dummer Logan. I am a grandmother, 8 widow 
residing in Missoula. Before my marriage I was a psychietric so- 
ciel worker. My lest employment was as Director of tha Department 
of Educational Counsel in the public schools of Winnetka, Illinois. 


For the past two and a half years I have been a volunteer at 
Planned Parenthood of Missoula, Montana, Inc., Chairman of its In- 
formation and Education Committee. For the past year, Chairman of 
the Information ané Education Committee of the Midwest Region of 
Plsnned Psrsnthood Federation of America. However, this statament 
is my own and does not purport to represent any organization. 


I support this proposed bill enthusiastically. Perhaps the 
best way to indicate its merit is by comparing it with the Admin- 
istretion's bill, H.R. 6588. 


The Family Planning Services Amendments would continue Family 
Planning under Title X as a viable, separate entity under an As- 
sistant Secretary, Family Planning and Population Science. H.R. 
6588 would lump family planning with other health services under 
Title III B. It does not even mention family planning. These pro- 
posed Amendments would continue support for family planning by 
authorizing specific amounts for specific years. Under H.R. 6588 
the Secretary could continue support for family planning under 
block grants, could lower the amount of the grants, or could dis- 
continue support altogether. Family Planning would probably be 
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unable to compete for funds with other health servicee such as day 
care centers or neighborhood health services. 


The Need 


Montana is a lou income state 

Of the epproximately 6.6 million low income women in the age 
group et risk, only 3.2 million women have been reached., Nor would 
the tesk be eccomplished were the entire number reached, for many 
thousands leave and other move into the child-bearing years aach 
year, making the task, like education, a continuing ona. 


The need in Montane is greater, in proportion to population, 
than the nead in the nation et large, for per capita income ia 
only 84 per cant of the average per capita income for the country. 

Per cspits income, U.S. $4,138 * 
" " S Montana 3,479 
*Figures for 1971. Department of Commerce 
data for 1972 not available. 

This would meen that the proportion of women in need of and 
eligible for free contrsceptivs ssrvice would be lsrgsr then in 
most states. 


Illegitimacy is increasing 


Illegitimacy has increased more than five fold in Montsns in 
less thsn 20 years. 


Per 1,000 
Date Number Live Births 
1953 291 17.5 
1970 1,048 95.3 * 
1972 1,259 110.2 # 


* Montana Vitel Statistics 
# Provisional 


Other reasons showing how sorely continuation and expansion of 
family plenning services ere needed in Montana have been stated 
better than I can describe them by Or. Kit G. Johnson, Missoula 
City-County Health Officer, in testimony before the Public Sefety 
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Health and Welfare Committee of the Montane Houss of Represents- 
tives, and in a letter written to state government officisls 
following failure of passage of a bill to expand family planning 
servicss. They ars sppended with Dr. Johnson's permission. 


Comments 


May I now comment, section by section, on certsin provisions 
of the proposed Amendments which appear to me especially good, and 
others which might be modified to strengthen the bill further? 


Section 1000: I am glad to see in Subsection (1) new wording, not 
included in the 1970 Act, "particularly persons from low-income 
families snd others at high risk of unwanted or health-threstening 
pregnancy." I hsve already mentioned certain such persons under 
Ihe Need. Or. Johnson cites further persuasive svidsence for the 
v8lus of such wording. 


(5) “assistance to develop and make readily avsilable infor- 
mation (including educational materials).... 


While some very vocsl groups insist any move by schools to. 
give sex educstion is sn inveeion of ths rights of the perents, 
the rights of children should also be considered. Thess dsys, 
teenagers, even children sre constantly bombarded by sex in movies, 
TV, magazines, news media and advertising of everything from cigar- 
ettes to cars, from toothbrushes to deodorente, all profit motivsted. 
They need and heve & right to a different kind of sex education, 
"responsibls family living®, “educetion for marriage snd psrent- 
hood," call it what you will, motivated only by the desire to help 
young p80pls grow into mature, responsible adulthood. 


Many parents, for s variety of reasons, ere not able to com- 
municate with their children about sex except to lay down strict, 
srbitrary standards of morality, standards which young people see 
being ebendoned by larger and larger numbers of sdults. They went 
facta. They want grownups to "level with them", to help them learn 
the consequences of various kinds of behavior and make their own ds- 
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cisions, They respond well to such teaching in schools which do 
provide it, (See Attachment 3) and are inordinately grateful to 

the rere teachers and counselors who dare to talk sbout such things 
in schools which do not. 


I auggest that some entity be given the responsibility, per- 
heaps in conjunction with the appropriate division of the Bureau of 
Education, for;(1) collecting and disseminating information about 
successful programs already being carried on in schools, churches 
and other community groups; (2) creating materiale suitable for 
incorporation into usual achool eubject matter auch ss biology, 
social science, health, domestic science, suitable for uae at sev- 
eral different grade levels, commenaurate with the maturity of 
children; (3) separate courses on population and related subjects, 
responsible family living. 


School boerds, zeelous to guard local autonomy, might be more 
ready to accept such innovative material if there were s choica, 
rather then one "take it or leave it" course. 


(7) Assistance in providing trained manpower. We have seen 
evidence of lack of trained staff in new family planning programe. 
However, setting up private profit instructionsl groups, de novo 
for this purpose may be called into question. In Region VIII per- 
sonnel of such 8 new group received their initial training in Mon- 
tana. Later aome came back and tried to impose first level work- 
shops on some of the very people who had trained them in the first 
place. I have been told the aame thing happened in Region V. As 
I understand it, these groups are paid in proportion to the number 
of workshops held (or persons attending workshops 7) 

In contrast, n the South-East Region, the training grant 
was given to Planned Parenthood of Baltimore, one of the oldest 
family planning programs in the country, a private but non-profit 
corporation. I visisted their training center last year and was 


much impressed. 


Section 1002 (b) "but only to the extend that the Secretary 
determines thet the spplicant has been able to obtain auch pay- 
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ments on a timely and continuing basis." An excellent provision. 
Delay in receiving payment covering operation, especially salsries, 
works a hardship on local programs. I have seen stsff who hed a 
hard time making ends meet when their checks were more than a month 
overdue. 


Section 1001 (5) (c) (page 7) Prevention of delay by review 
by the Office of Management and Budget. Excellent! Would it be 
possible to include a provision preventing impoundment of funds ap- 
propriated by Congress under this Act? This ia important not only 
for Family Planning Services but for all domestic programs authori- 
zed by Congress but curtailed, thwarted, even killed, by the Execu- 
tive branch. 


In this connection, would it be possible to prevent the Secre- 
tary, or a subordinate, from promulgating such restrictive regula- \ 
tions that carrying out the intent of the law is virtually prevented? 
I refer to proposed regulations issued Feb. 16, 1973, restricting 
eligibility, requiring case by case income determination, a written 
social service plan to be reviewed every six months as a condition 
of continued assistance, etc. The provision that only those likely 
to need assistance within 6 months is scarcely in accord with ths 
biological facts of life for family planning patignte. 


Section 1002 (c), also Sec. 1003 (c), Sec. 1004 (c) and Sec. 
1005 (c). As a layman, unused to the formalities of bill drafting, 
it is difficult to understand why a bill proposed to be introduced 
in 1973 makes provision for funding in 1970, 1971 and 1972. 


Section 1003 (a) "(including nurse midwives)! Would it be 
desireable to include "nurse practioner" as well as"midwives"? The 
two carry differen t connotations, at least in the minds of the lay 
public. Nurse practioners sre increasingly performing duties in 
clinics formerly performed only by physicians. In view of the 
scarcity of physicians and the greater cost of their time, this 
would seem desirable. 


Section 1006 (3), (4), and (5). Provision for “comprehensive 
child end maternal health care" by whatever means are availeble to 
5 
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programs in diverse locations, is excellent, aa is the provieion 
that low-income persons to be served, (wg call them "consumers*) 
participate in decision making. 


While comprehensive health planning advisory groups set up to 
comply with the provisions of authorizing laws may be desirable in 
some cases, we have observed one program which has been delayed, 
obstructed, almost destroyed by such a board composed largely of 
persons of one faith who disapprove of all but the one contracep- 
tive method considered "licit" by their faith. Should such a sit- 
uation be permitted to prevent service to persone of other faitha 
in the community? 


Page 16, Lines 3-16. In the short time svaileble to prepare 
comment I was unable to learn how the income levels as determined 
by the BLS “lower living standard budget" compare with guidelines 
presently in use. I would hope that, in view of continuing infla- 
tion, they would at the very least be no lower. Could they contain 
a provision for adjustment to rising costs of living? Could provi- 
sion be made to prevent administrative reduction? 


section 1007, Voluntary Participation. I am delighted to sse 
that this provision continues to be included. 


Section 1009, I applaud the provision that a recipient of ser- 
vices shall be 8 member of the Advisory Council. 


Section 1010, The provision thst population be considered in 
relation to the total human environment puts the whole program in 
perspective. It is a most desirable addition. 


Again, Mr. Chairman, may I thank you for permission to submit 
this statement? 


Respectfully, 
Dee € ANA t IN AA, 
Frances Dumper Hye rie l 


Attachmants: 


Kit G. Johnson, M.D., Missoula City-County Health Officer” 
Statement in Support of Family Planning Legislation 
Letter to Montana State officiala 

Kansas City Times, Nov. 9, 1972 
Sex Education Works in One Town 
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TELEPHONE, 728-4510 


MISSOULA CITY-COUNTY HEALTH DEPARTMENT 


COUNTY COURTHOUSE ANNEX. ROOM 301 


MISSOULA. MONTANA. oO. 


TESTIMONY IN SUPPORT OF HOUSE BILL $303, FEBRUARY 6, 1973 


There are siz principal reasons, that I as a ooncerned oitisen, physician 
and public health offíoial of Montana endores House Bill #203, to support 
„ and strongly urge you to adopt ít at this Legislative 
tn. 


I. The first reason te the tragedy of wwanted pregnancies. 


Initially, let me etate that every unplanned pregnancy te not an t- 
ed pregnancy. Many of us, and many of our children are the products of 
unplanned pregnancies. However, as a practicing pediatrician, I beo. 
painfully aware of the tragic consequences of unplanned pregnancies, which 
are aleo umanted pregnancies. Women of any age, bearing wwanted pregnanctes, 
usually have four painful alternatives: 


Piret, suicide ie often contemplated, but fortunately when attempted, 
tt te only occasionally eucocessful. 


Second, an induced abortionigone of the most frequently used solutions 
for the wwanted pregnancy. Presently I see about four women each month 
who are seeking referral to the State of Washington for an induced abortion. 
Some of my colleagues in the private practice of obstetrics in Missoula, 
tell me they are seeing a similar number. This indicates that as many as 
30-40 women from Miesoula, may be seeking abortions each month! Induced 
abortions are not a safe or phystological method of planned parenthood. 

The tragic fact is, that in areas where women are denied access to safe and 
phystological methods of contraception, they often resort to abortions. 
There are cities in South America where contraceptives are banned by la- 
and where one of the leading causes of death among women in the productive 
age group, te induced abortions. In light of the recent Supreme Court 
decision regarding abortions, we must expect that, in the absence of access 
to contraceptive information and supplies, an increasing number of young 
women will seek induced abortions as their solution for an unwanted 


pregnancy. 


Third, adoption of the wwanted child is another option for the unwanted 
pregnancy. However, this solution is decreasing in popularity, as young 
girle prefer other alternatives to being used only as reproductive animale. 

„ there ie tnoroas ing evidence that mothere suffer greater 
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psychological damage if they oarry their pregnanoy through term, and 
then give up a living ohild, than they do by obtaining an early induced 


Fourth, keeping and raising an unwanted child is perhape the most 
tragio solution of all. As a pediatrician, all too often, I have observed 
the permanent physioal, mental and emotional injuries inflicted won these 
children. The rate of physioal child abuse alone te about twice as high 
for products of "unwanted pregnancies”, The emotional deprivation which 
these children suffer and the resulting impact on them and our society 
cannot be measured. 


II. fhe second princtpal reason that I support liberalized oontracep- 
tive legislation, te the right of a mother for planned parenthood in order 
to proteot her health. 


The medical evidence proving that planned parenthood improves the health 
and protecte the lives of mothers, is absolutely inoontestable. Our society 
must allow our mothere to seek the family planning methods which best suit 
their pereonal needs without interferenos by the State. 


III. The third reason te the right of children to live in families 
practicing planed parenthood in order to protect their health and welfare. 


Medical evidence also proves that planned parenthood improves childrens’ 
health, both directly by reducing mortality and morbidity rates and by 
improving their growth and development; and, also, indirectly 
inoreasing their probability of retaining a healthy living mother. 


IV. My fourth reason to support an increased availability of contra- 
oeptives te as one means of containing our exploding venereal disease 
epidemic. 


Nationally, the reported gonorrhea case rate increased 13% from 1971 
to 1973. Locally, the visits to the Missoula City-County Health Department's 
Clinic for Venereal Diseases, increased from 71 in 1969 to 882 in 1972. 
While the mmber of cases of gonorrhea, increased from 19 in 1969 to 178 Ce 
1972. Ten percent of our local public health expenditures are for venereal 
disease control and these expenditures will continue to ínorease until this 
epidemic te controlled. These are not minor diseases. They threaten the 
health and fertility of a whole generation. Although it te reasonable to 
believe that one of the factors contributing to our present venereal disease 
epidemic te the use of certain contraceptive methods, there is also sownd 
evidence that making condoms readily available to youth, would decrease the 
spread of vensreal disease. One study in World War I indicated that the 
gonorrheal case rate among troops was reduced from 635 cases per 1000 to 
35 per 1000 by supplying the troops with condoms, 
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V. Another principal reason that I support House Bill #202, te my 
phílosophioal belief in equal rights for all of our citizens. 


The present la of Montana, do not prevent affluent, intelligent, 
sophtetioated adults from obtaining any contraceptive devices known to 
man. However, minors, the unsophisticated, the poor and the uninformed 
are denied or deterred from obtaining even the simplest contraceptive 
advice and material. It ts a tragio paradox that under our existing Montana 
Laus and subsequent to the Supreme Court decision Legalising abortions, a 
physician cannot legally advise a minor girl regarding contraceptives 
without parental consent, but after she ts pregnant, he oan perform an 
abortion upon her without parental oonsent or knowledge. 


VI. The final prinoipal reason I support enlightened family planning, 
te that as a public health official, I an constantly aware that our pollution 
ortete is a direct result of inoreased consumer utilisation by an exploding 
population. We must oontrol ourselves, or natural lay will do it for us, 
perhaps disastrously. 


Conclusion: For the publio health and safety of our society, I encourage 
you to enact House Bill $303. 


VOD La oe, 


Kit G. Johnson, N.D., N. P. I. 
Health Offtoer 
Missoula City-County Health Department 
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AE f 'HONF. 726-4510 


MISSOULA CITY-COUNTY HEALTH DiPARTMEN. 


COUNTY COURTHOUSE ANNEX. ROOM 301 


MISSOULA. MONTANA. soso: 


This letter was sent to: 


The Governor 

Members of the State Board of Health 

Members of the State Board of Education 

Members of the Pharmacy Board 

The Superintendent of Public Instruction 

Members of the State House and Senate from 
Missoula County 


It will also appear in che News Letter of the Montana 
Medical Society which goes to more than 
700 Physicians 


Dear 


This letter is an attempt to provide you with some hard facts relative 
to the consequences of the inter-action of our society's present aexual 
activities and our State's present official laws and policies regarding 
sexual education and contraceptive dissemination. This data was derived 
from the Missoula City-County Health Department Venereal Dísease Clinic 
and asaociated Family Planning Clinic. 


| I. Age distribution of 759 V.D. Clinic clients during 1972: 
Age Male Female Total 
0-14 0.5% 0.9% 14x 
15-19 91 241 331 
20-24 . 202 211 42% 
25-29 11% 61 181 
30+ 41 31 6x 


II. Eighty-eight percent of these 759 people were not married. 


III. Pregnancy tests were administered to 489 women during 1972. 
Thirty percent of these women were minor girls, 18 years old 
or younger. Thirty-eight percent of these minor girls were 
pregnant: therefore, there ís a known pregnancy rate among 
minor girls in Missoula County of about 1.5 to 21. 


IV. One hundred and sixteen women sought abortion referrals (to 
Family Planning units in Washington State). Ninety-five percent 
of these women were unmarried. Thirty-one percent of these women 
were mínor girls, 18 years old or younger. 
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In view of this data, I recommend that the State of Montana actively 


promote: 


1. 


An effective program of sexual education for adolescents and 
adults emphasizing: 


a. 
b. 
Ce 
4. 
e. 


Personal resonsibility for sexual activity. 

Personal and socíal consequences of unwanted pregnancies. 
Personal and social consequences of venereal diseases. 
Methods of prevention of venereal diseases. 

Methode of prevention of unwanted pregnancies. 


Laws and policies to prevent venereal disease and unwanted 
pregnancies by promoting the utilization of condoms and other 
contraceptives, especially by sexually active, young, unmarried 
women in whom unwanted pregnancies have the most tragic 
consequences. 


Sincerely, 


Kit G. Johnson, M.D., N. P. N. 
Health Officer 


KGJ / jno 


Che Kansas City Times 
(The Morning Kansas City Star) 


Sex Education Works in One Town 
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SOCIAL DELIVERANCES 


184th General Assembly 
The United Presbyterian Church in the United States of America 


Denver, Colorado, May 16-24, 1972 


Duplicated by 

The Department of Church and Society 

The United Presbyterian Church in the U.S.A. 
830 Witherspoon Building 

Philadelphia, Pa. 19107 

June, 1972 
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UNITED STATES POPULATION POLICY’ 
AND THE CHURCH 


Tne Christian community must address itself to the problems of population 
growth and call the civil cammunity to take such actions as will stabilize 
population size. Up to now, the church has not spoken with a "certain sound” to 
this major social issue, compared to its fervor and clarity regarding the agonies 
resulting from racism, war, poverty, eto. But the population problem is no less 
urgent. 


It has taken 20 centuries to gain 3 billion people; present trends will give 
us a similar gain in the next 20 years. We soberly note that ever larger numbers 
of people are suffering as a result of crowded conditions, malnutrition, and 
inability to enjoy nature. Comnodities formerly taken for granted and thought 
to be abundantly free are now scarce and precious--fresh air, clean water, and 
open space. Our present exceedingly consumptive life-style must be changed to bring 
into balance the biosphere. This will involve the development of new value 
orientations: (a) no longer equating bigger with better, and (b) envisioning man 
in a harmonious relation to the rest of nature.“ 


The life-styles we choose affect our fellow human beings and the whole 
environment. The average American puts at least 25 times as much stress on the 
environzent in his lifetime as does the average child born in South Asia. The 
United States, for example, contains less than 6 percent of the world's people 
but consumes over 30 percent of its raw materials. Responsible nan, as a part of 
nature and history, must be a steward of the planet for the living and for those > 
to come. 


The church is called to embody an "ethic of the future" attempting to avert & 
bleak existence for millions already living and seeking to enhance human freedom 
both now and for generations unborn. 


IZ the church has contributed to the population plight, it has done so f 
primarily through its support of medical services engaged in death control. The 
primary accelerator of population growth is decreased infant and youth mortality, 
not increased fertility. However, many people today, along with ancients, still 
face early death or fear genocide, and as an act of faith continue to have large 
families. We who are motived by the urgency of overpopulation rather than the 
prospect of decimation would preserve the species by responding in faith: Do 
not multiply--the earth is filled! 


Tne church should demonstrate a commitment to the reduction of family size. 
However, rather than dogmatically adopt a "stop at two" model, we seek an average 
of two children per family, which allows some to have more than two, while others 
may choose to have one or none. Such pluralism is not only ecologically sound, 
but it promises to be more socially just, in that it would not force any group 
to bear a disproportionate share of the burden of limiting population growth. 


*Note 163rd General Assembly statement on Christian Responsibility for Environ- 
mental Renewal. (Minutes, 1971, PartI, pp. 57% ff.) 
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One of the major requirements of any population policy is that it be just-e 
i.e., that it treat all with fairness. This means that each person should be 
urged to limit his family size by making some sacrifice. It also means that 
minority communities should share in the development of population policy and 
programs and control programs that occur in their area. Furthermore, to be 
fair, family planning programs must provide not only information about limiting 
family size, but also provide the services to enable the poor as well as the 
rich to have real freedom of choice to do it. 


Put because of unjust policies and structures, some individuals and groups 
find their very survival threatened by starvation, sickness, and desperately 
inadequate living conditions. No population policy can be acceptable which 
depends on or tolerates such threats to security or survival. 


Population policy igs an integral aspect of social reform. It should 
dovetail with efforts to deliver educational and economic opportunities, as 
well as adequate medical care to those who are deprived of them. It is particularly 
fortunate that many of the great social reforms which are necessary to promote 
the general welfare and to which the church is already committed, will simultan- 
eously work to curb population growth. The promotion of freedom and dignity for 
women, the establishment of minimal standards of economic well-being, the advance- 
ment of quality education for all, the improvement of health care (especially 
in &reas with high infant mortality), and & more equitable redistribution of 
wealth and land will contribute to decreasing population growth rates. 

c 


Freedom (the capacity, opportunity, and incentive to make reflective choices 
and to act on then) is also a basic value to be served by population policy. God 
gives man and woman unique choices and powers to share in creating human life. 
Freedan is the primary basis of the responsible (planned) parenthood movement 
within the church and of the movement to liberalize abortion laws. Freedom is 
communal as well as individual. It is imperative that individual behavior be 
shaped by communal concerns and the requirements of justice, as well as by per- 
sonal interests. While we do not believe that the population crisis has reached 
such a stage that individual freedom must be abrogated, we do believe it should 
be disciplined in light of our other values. 


Believing that Christians must not ignore these grave issues, and recognizing 
the complexity of population questions as well as increased governmental interest 
in the formation of & ulation policy for the United States,* we, the 184th 
General Assembly (1972) of The United Presbyterian Church in the United States of 
America, favor the following population objectives and approaches: 


I. Policy Objectives 
A. For the United States 


1. The United States should move as rapidly as possible, consistent with the 
values of our tradition to a stabilized population. We reject at this time the 
need for any coercive measures, and hold as an objective the preservation of 
individual freedom of choice as well as the promotion of justice and general 
welfare. 


*E.g., the Family Planning Services and Population Research Act of 1970, and the 
Commission on Population Growth and the American Future which issues 135 final 
report in 1972 (See Appendix for list of Federal agencies in this field). 
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2. A population policy for the United States should be a part of an overall 
plan for changes which must take place in society in which major emphasis is given 
to racial equality, equality for women, promotion of quality education for all, 
development of an adequate and humane minimal income, as well as conversion to 
an ecologically sound cammunal understanding of man's relationship to man and 
creation. 


3. A population policy for the United States should contribute to reducing 
pollution, natural resource consumption, and urban overcrowding. It should also 
help to preserve open space. 


B. International Policy Objectives 


l. The community of nations as a whole should slow the world's rate of 
population growth as soon as possible and stabilize it at replacement level. 
Policies and programs should provide special assistance to the poorer nations to 
develop their own economies and should contribute to a more equitable distribution 
of world resources &nd opportunities to help meet the needs of the already large 
population. 


2. We should conserve the limited resources of our planet for the people 
alive today and especially for the larger numbers of future generations. 


3. American assistance for international population progrems should be 
channeled, whenever possible, through multilateral planning agencies. 


II. Program Approaches 
A. Regarding United States Domestic Policy 


l. We urge Congress to establish a national policy of stabilizing population 
size as rapidly as possible, consistent with the values stated above. We 
call for strengthening of agencies and progrems to carry out this policy. 
We are distressed at the low rate at which programs already authorized are 
now being implemented. 


C 
2. We commend to the government and the American people the desirability of 
reducing average family size and urge them to: 


a. Examine all public policies for their pronatalist“ implications, 1.6. 
tax deductions for each child, changing policies that are found to 

de significantly pronatalist where it can be done equitably. 

be Change policies and practices which discriminate against females 
and which destroy personhood or deny them the right to choose ful- 
filling alternatives to motherhood. 

c, Enact legislation continuing to protect all person's rights, but which 
will more easily facilitate intercountry and interstate adoption. We 
commend adoption to those who wish to and can care for larger families. 
We urge the United States government to permit tax deductions for the 
costs of adopting a child. 

d. Refrain from legislation and policies which may imply a special concern 
for limiting the size of families of minority groups. 

: €. Provide educational and economic opportunities to those who are deprived 
of then, ‘hus enhancing their freedom to determine their fanily size. 


* Va encourage birth. 
5 


B. 


3. 


2. 
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f. Support indigenous community leadership in developing their own weys of 
utilizing family planning resources, ` 

&. Give critical study to the Report of the Commission on Population Growth 
and the American Future, and support to population policy recommendations 
that meet the church's criteria. 

h. Be attentive to the reports of the United Nations Conference on the 
Human Environment (Stockholm, June 1972), supporting those recommendations 
that meet the church's criteria. 


We urge public and private funding for research, even at the expense of 
other medical or technical research, into areas such as: 


a. Contraceptives that are inexpensive, effective, safe, convenient, and 
suitable to various moral and aesthetic desires of men and women of 
various cultures. 

b. A simple economical and reliable self-administered pregnancy test. 

c, Reversible sterilization. 

d. Abortion methods. 

e. Population distribution and the effects of crowding. 

f. Reproductive motivation and life-styles or values that affect 
population-related decisions. 

g. An equitable sliding-scale fee system for potential use in taxation 
or fee structures related to childbearing. 


In a context of comprehensive health care programs, we call for provision of: 


a. Special services to those groups with high infant and maternal mortality 
rates. 

b. Sterilization services S688 881805 of the number of children born. 

c. Readily accessible abortion services. (While abortion is not advocated as 
& general birth control method, it should be available at minimal cost 
and liability to those who become pregnant with an unwanted child.) 

d. Readily accessible, contraceptive information and materials to all 
persons, including teenagers without parental consent, administered through 
responsible trained staff and at minimal cost: 


We call for publically funded population education from elementary through 
graduate and professional school, encompassing at each level areas of sex 
education, conception control, interpersonal . environmental cone 
cerns, and a “global” posture. 


Regarding International Programs 


1. 


2. 


We commend the United Nations Fund for Population Activities, the World 
Bank, World Health Organization, UNESCO, Food and Agriculture Organization, 
and other United Nations' agencies for international efforts in stabilizing 
population growth, and urge them to accelerate their efforts in the field, 


We urge the United States Government, private agencies, and foundations, 

to increase support of programs &round the world which will slow population 
growth and move toward population stability, and to channel a larger 
proportion of this aid through multilateral channels. This must be done 

in a manner that will provide full freedom and participation so the recipient 
nation and people. 


e 16 


C. 


3. 


634 


We urge our government to recognize & responsibility for enhancing the 
educational and economic standard of underdeveloped nations, that they may 
be better able to establish alternatives to repid population growth. 


Regarding Church Policies and Programs 


1. 


2. 


3. 


7. 


We commend an active initiation of or visible involvement with organizations 
striving to address themselves to stabilizing population size, 1.6., 

vasectomy clinics, planned parenthood, sex education, environmental educetios, 
abortion counseling and referral, etc., at local, state, national, and inter- 
national levels. 


We urge an examination of the liturgy, study progrems, and events of the 
parish to determine how population concerns may be infused into the total 
life of the church, i.e., preaching, church school classes, family night, 
couples organizations, and marriage counseling. 


We recommend an examination of the church organisation and progrem to 
identify pronatalist bias. 


We urge support of local, state, and national legislative bodies vorking 

for the passage of legislation that will facilitate policies endorsed in this 
statement. Furthermore we actively solicit the cooperation of organizations 
that can help generate enabling legislation. 


We urge the appropriate General Assembly agency to provide Biblical and 
theological background and study for this concern in the church's educational 
program at all age levels. 


The world mission of our church should give greater emphasis proportionately 
to programs which contribute to the goal of slowing population growth, if 
necessary at the expense of conventional medical programs, but in a manner 
consonant with our church's commitment to the self-development of people. 
Tnis would include not only family planning programs, but also greater 
opportunities for women and better child care. Wherever there is an 
opportunity, we should work with other denominations toward this end. 


We encourage church agencies to award scholarships and to develop intern- 
ship programs for research in the theology or science of ecology, with 
special reference to population policy. 


We recommend that sessions and other judicatories communicate this policy 
to physicians, health care organizations, and community action leaders within 
their jurisdiction. 


Regarding the Individual 


1. 


2. 


We urge you, as citizens and church members, to work for the progreme 
emphasized above. 


Recognizing the need for an average of the two-child family and the 
need for all to make some sacrifice in this regard, we urge you to oon- 


-17- 
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sider having fewer children than you now contemplate having, even if you 
currently anticipate having only one or two. We suggest adoption, stressing 
that no child should be considered "unadoptable", as a means to establish 
or enlarge your family. 


We encourage parents actively to participate in the sexual education of 
their children and to lead them toward a responsible sexual life. 


We remind those beyond childbearing age that they also can contribute to 
stabilized population size in many ways, 9.g., avoiding the VE 
syndrome which increases pressure for grandchildren. 

This Time We Reject 

Reduction of the number of imigrants. 


Flat-rate taxation on births or positive incentives for periods of not bearing 
children. a 


Compulsory controls upon any individual or segment of society regarding child- 
birth, including compulsory sterilization and abortion or compulsory use of 
antifertility agents. 


F. Implementation of the Report 


2. 


2. 


3. 


We recommend that this policy statement and accompanying background paper on 
United States Population Policy and the Church along with the 183rd General 
Assembly (1971) statement on Christian Responsibility for Environmental 
Renewal be published and distributed by the Office of the General Assembly 
for study and appropriate action. 


We reccmmend that the formation of an adequate population policy be stated 

as & priority objective of the corporate church within its concern for environ- 
mental education and action. We urge that the General Council include 
Environmental Renewal, including population issues, in its More Urgent Concerns. 


We ask the General Assembly to recanmend to the Program Agency that it 
establish a Consulting Committee on Population Policy and Environmental 
Ee eet 


in this report. 


98-030 O - 73 - 41 
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* BOARD OF WOMEN'8 WORK 


een ue rud 341 Ponce de Leon Avenue, Northeast 


£ Atlanta, Georgia 30308 


UNS 404-875-8021 


Evelyn L. Green, Executive Secretary 
Mrs. Bluford B. Hestir, Jr., Director of Personal Faith 
and Femily Life 
June 1, 1973 


The Honorable Alan Cranston 
United States Senate 
Chairman, Special Committee on Human Resources 


Dear Sir: 


I would like to register, for your committee, recent actions and state- 
ments of the Presbyterian Church in the United States which relate to our concern 


for the continuance and expansion of programs of family planning, specifically 
in 3.1708. ` 


In May of 1969 the following statement was adopted: 


"To meet the clear call of God which we see in the faces of millions 
of starving people, the 109th General Assembly of the Presbyterian 
Church in the United States: 

Declares that world hunger is so real and grave 

that this problem is a top priority concern of 

the Presbyterian Church in the United States and 

that all possible resources of the church for at 

least five years must be focused on ways and means 


of dealing with this problem." 


Unto this end a Task Force on World Hunger was formed to involve the 
million members of the church in the "War on Hunger". We have taken the position 
that the root cayses of hunger my be divided into three categories; too little 
food, not enough money and too many people. Accordingly the church has taken 
further steps to support population education and family planning programs. Fer 
example, I serve for our church as a "religious advisor” to Planned Parent 
World Population's National board. Through the Board of Women's Work, ve 
encourage women to volunteer their services at Family Planning clinics; we have 
taught courses in the women's summer training schools in the fifteen southeastern 
states on the meaning of responsible parenthood, to the born and the unborn. We 
have contributed to the program of Planned Parenthood and given money to set up 
"Family Service Centers"(which include family planning services) in Zaire, Korea, 
and Taiwan. 
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Page 2 
The Honorable Alan Cranston 


The folloving further recommendations have been approved by the 110th 
ie io ere Assemblies along with & position paper on "The Population Crisis". 
attached 


"Urge Presbyterian married (and to-be-mrried) couples of child- 
bearing age to begin seriously studying the implications of the 
population explosion for planning their own families. 


Urge ministers especially to became aware of their grave 
responsibilities to be informed and to counsel couples in 
terms of limiting the size of their families as a Christian 
response to the growing problems of over population." 


We have, just thie week, held a "Consultation on World Hunger and Develop- 
ment" aimed at devising strategies for carrying this priority beyond the five year 
mandate. One entire section of the Consultation was concerned with the population 
problem, and the church's concern for women, especially in the south who do not 
have, or do not know about available family planning services. We are concerned 
that the programs be expanded to "make parenthood a happy choice, not an accident". 
This is because we believe that people are too important to be an accident. 


I would like to add the voice of our denomination, which is concerned 
with the wholeness of human life, to the number of persons and groups which have 
spoken in support of 81708 and the continuation and expansion of family planning 
services. 


Sincerely, 
TENE ae 


Mrs. Bluford B. Hestir, Jr. 


eon 


Enc. 


The Population Crisis 


The existence and growing urgency of a worldwide 
population crisis is by now well established, even though 
projections by authorities will understandably vary. As 
projected by some authorities: 

— 8,000 babies are born every hour; 70,000,000 are born 
every year. 

— At the present rate of growth (excess of births over 
deaths), the world population 1s doubling every 35 years. 

— This means, barring such catastrophes as thermo-nuclear 
war, chemical and biological devastation, or massive 
international famine that by the year 2000 the world 
population will be nearly 7 billion; by the year 2035, 14 
billion; and by the year 2070, 28 billion; or one hundred 
years from now there will be 8 people on earth for each one 
now alive. 

Many Americans tend to think of this problem as limited 
to undeveloped nations, but the facts do not support that 
assumption. 

— The annual net gain in U.S. population is more than 2 
million. 

— By the year 2000, or shortly thereafter, there will be 
more than 300 million Americans. 

— |f we were to accommodate the full increase in new 
communities, we would have to build a new city of 
250,000 persons each month from now until the end of the 
century. 

The worldwide implications are inescapable that given 
present rates of growth even the most drastic and heroic 
efforts to increase food production and to utilize fully all 
the earth's resources in meeting even the minimum survival 
needs will be inadequate. Along with this recognition, 
which has been voiced for several years, there is now the 
new awareness of the relation of population growth to the 
growing pollution of earth, air, and water and the increasing 
probability of severe ecological crisis. As Paul R. Ehrlich 
has put it: “the progressive deterioration of our 
environment may cause more death and misery than any 
conceivable food-population gap." Many problems are 
labeled "urgent" today, but none can be regarded as more 
desperately urgent than this. 

A statement on population issued by thirty heads of 
state called the population crisis “a situation unique in 
human affairs and a problem that grows more urgent with 
each passing day." 

Dr. Philip Handler, president of the National Academy 
of Sciences, has said that "the greatest threat to the human 
race is man's own procreation.” 

Moreover, Robert S. McNamara insists: 

"What we must comprehend is this: the population 
problem will be solved rationally and humanely — or 
irrationally and inhumanely. Are we to solve it by famine? 
Are we to solve it by riot, by insurrection, by the violence 
that desperately starving men can be driven to? Are we to 
solve it by wars of expansion and aggression? Or are we to 
solve it rationally, humanely — in accord with man's 
dignity? 

There is so little time left to make the decision. To make no 
decision would be to make the worst decision of all. For to 


ignore this problem is only to make certain that nature will 
take catastrophic revenge on our indecisiveness.” 

The more pessimistic observers conclude that it is 
already too late to avert such catastrophes, and some are 
taking what A. V. Hill has called "the purely biological view 
that if men will breed like rabbits they must be allowed to 
die like rabbits. . . ." To fail to act in face of the population 
explosion would be to adopt by default such a morally and 
Biblically indefensible position. 


Recent Actions of the Presbyterian Church US 


In recent years the Presbyterian Church in the United 
States, through its General Assembly, has begun to address 
itself to the problem. In 1960, the General Assembly 
adopted this statement: 

"The sexual relation is the creation of God and is not 
therefore evil in itself. Within the marital bond it is to be 
regarded not merely as a means of bringing children into 
the world but also as a divine provision for the mutual 
fulfillment of husband and wife. 

"The God whose creative grace makes possible the 
blessing of children through marriage likewise vests man 
and wife with moral responsibility tn the exercise of their 
procreative function. This responsibility is intensified today 
by what is known as "the population explosion" and the 
threats to human welfare it involves. The bringing of 
children into the world is a privilege not to be lightly or 
selfishly evaded by married couples. On the other hand, the 
responsibility of prospective parents obligates them to 
consider well how their children are to be provided with 
that which will make for their best physical, cultural, moral 
and spiritual development. 

“If man and wife are not to be denied mutual fulfillment 
in the sexual relation, and if society 1s not to be penalized 
by the unplanned and irresponsible production of children, 
it will follow that access to information regarding the best 
methods of birth control is the right of all married couples, 
and the provision of this information the duty of a 
responsible society.” 

In 1969 and 1970 the General Assembly received and 
affirmed the intentions of overtures calling for church 
awareness of the population problem and involvement in 
the education of persons to respond to the crisis. 

Finally, in 1970, the General Assembly urged “Presby- 
terian married (and to-be-married) couples of child-bearing 
ages to begin seriously studying the implications of the 
population explosion for planning their own families", and 
further urged "ministers especially to become aware of 
their grave responsibilities to be informed and to counsel 
couples in terms of limiting the size of their families as a 
Christian response to the growing problem of over- 
population." 

These statements speak to the problem primarily in 
terms of family planning. They call on individual couples to 
make private decisions to limit their families. We must now 
recognize that reliance on individual desires and private 


decisions to effect voluntary control, however well 
supported by information and means, will not be sufficient 
to provide the necessary limitation of population growth 
unless there is a radical and rapid change in the attitudes 
and desires. 

The church must commit itself to effecting this change. 
The assumption that couples have the freedom to have as 
many children as they can support should be challenged. 
We can no longer justify bringing into existence as many 
children as we desire. Our corporate responsibility to each 
other prohibits thís. Given the population crisis we must 
recognize and teach, beginning with ourselves, that man has 
an obligation to limit the size of his family. 


In addition to adopting the above, the General Assembly 
also adopted the following: 

The General Assembly of the Presbyterian Church in the 
United States, recognizing that the population explosion is 
a major cause of hunger domestically and internationally, 
urges Presbyterians at home and abroad to practice 
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responsible family planning; pastors to preach and counsel 
about this matter; couples contemplating marriage to 
consider limiting children to two; and if there be a desire 
for additional children, to adopt these. 

The Presbyterian Church in the United States in this 
111th General Assembly calls on all its boards, agencies, 
courts, and members to study and implement the position 
it has adopted in "The Population Crisis," and requests its 
Boards of Women's Work and Christian Education in 
particular to provide leadership in implementing this 
postion. 

The Presbyterian Church in the United States in this 
llith General Assembly commends the United States 
Congress for enacting in 1970 the nation's first 
comprehensive family planning measure; commends all 
public and private efforts to encourage voluntary family 
planning, and call for more vigorous, better coordinated 
and more adequately-funded efforts to make available both 
the information and the means of birth control to all 
persons in this country, and, through cooperation with 
international agencies and the governments of other 
nations, to all persons in the world. 


TESTIMONY OF 
MARY ELLEN HAINES 
Consultant on Family Planning 
to the 
Board for Homeland Ministries 
of the 


United Church of Christ 


June 6, 1973 
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Senator Cranston and members of the committee, | am Mary Ellen Haines, 
consultant on family planning to the United Chruch Board for Homeland 
Ministries. I wish to briefly present the concerns of the United Church 


In the area of family planning, in relation to Senate bill 1708. 


During the Eighth Gennral Synod of the United Church of Christ, in June 
of 1971, the church supported a statement of Freedom of Choice in the 
area of family planning. In this statement the church ''calls to action" 
all members, pastors, congregat ions and Instrumentalities ''to provide 
programe of counseling and education as to the meaning and nature of 
human life, sexuality, responsible parenthood, population control and 


family 117%. 


11. .. to work for the expansion of family planning services In the commu- 
nitles they serve and to initiate new programs that can serve as models". 
"... to deve!op ministries on behalf of disadvantaged and minority groups 


which would give them freedom of choice in the area of family planning’. 


For the United Church, the Issue of family planning is rooted within a 
total priority for economic justice. Hence, having the ''freedom to choose“ 
implies also contraceptive avallability and education, regardless of age, 


marital or economic status. 


With the development of a continuing program for family planning services, 
the Board for Homeland Ministries has increasingly supported a total con- 
cern for counseling, education, examination and dispersion of contracep- 

tives within a community facility, as well as the training of local commu- 


nity members to work within that facility. 


22 


Ideally, family planning is a concern of a whole family, a decision and 
responsibility fulfilled cooperatively. We urge the fulfiliment of this 
ideal through greater efforts at Involvement of single men, husbands and 


sons In family planning education. 


Unfortunately, family planning, with the development of the most widely 
used contraceptives today, has lald the burden of decision and response l- 
bility on women. With the development of the pill, the JUD and other 
methods, women were, for the first time, freed, In a relative way, to 
safely control thelr own bodies. Yet with growing respect and reverence 
for their physical well being, women realize the potential danger involved 
as well. Drug companies, doctors and clinics have had a lot of control 
over women's cholce and acquisition of birth control methods. Much of the 
avallable information about effectiveness, safety, possibility of side 
effects, and reversebility of the different contraceptives is researched 
and published by the drug companies, who are interested primeriiy in sales. 
Each company In its advertising to doctors quotes the highest possible 
effectiveness rate for its product, and tends to gloss over or never men- 


tion side effects. 


There Is a great need for independent research on birth control methods: 
(t has been shown that many of the ''independent'' studies so favorable to 
the pill have been done by scientists and doctors actually financed by drug 


company grants.* Therefore, in supporting a position for the right to 


* Health-Pac Bulletin (March 1970) p. 12. (Published by the Health Policy 
Advisory Center, Inc., 17 Murray Street, New York, N.Y. 10007). 
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choose, the United Church must also emphasize the right to know', not 
only thet evidence which has been relatively conclusive or inconclusive, 


but all the specific evidence that may be of consequence to any one of us. 


We therefore stress, in order that responsible and knowledgeable choices 
might be made, further research into the positive and negative effects of 
presently perscribed birth control methods, as well as the development of 


more satisfactory methods for both men and women. 


Effective distribution and usage of family planning D EEN and con- 
traception requires a trustful rapport between community and staff in a 
local facility. We therefore urge the training of community members and 
especially women for positions in such facilities. Only those with a vest- 
ed interest in the well being of women and a certain community can build 
such a working relationship. Such a situation Is necessary for creating 


a true atmosphere of freedom of choice. 


Additionally, we urge substantial representation of citizens on any govern- 
ing board, and encourage the development of formal structures that would 


facilitate consummer participation on the local level. 


It Is also Important to remember that counselors in family planning clinics, 
on college campuses for instance, have recognized that the greatest barrier 
to effective family planning education are attitudes toward sexuality. We 
live in a time of confusion, Indecision and lack of direction or vision re- 
garding our sexuality. Unwanted pregnancy Is the sorrowful result of this 


situation. To obtain birth control is to admit that we are sexual beings, 


- 


and lurking pur itenlsm In our culture often does not allow us to admit 
this. Dur continuing "romanticism' that Interprets sexual relationships 
as passionate spontaneous occurrences and not premeditated, shrowds this 
original ambivolence. Education in sexuality may not be interpreted as 
a direct concern of $.1708 but It will be a crucial issue for familly 
planning porfessionals In the future. These two Issues of responsible 
parenthood and sexual ethics cannot be easily separated; therefore, the 
United Church urges any program dealing in family planning to address as 
well our soclety's sexual attitudes and to create an atmosphere where 


such problems might be dealt with adequately. 


Lastly, | would like to emphasize those areas of $.1708 that the United 


Church would especlally support. 


In accordance with the church's Statement of Freedom of Cholce, we whole- 
heartedly support the voluntary nature of the program. 

Taking into consideration the special problems of rural and low Income 
groups, we nevertheless urge that such a program be directed to al! levels 
of the population, equally, and warn against attempts to lower the popula- 
tion growth of any poor or minority sector of the population. 

The United Church encourages strongly all! research In the biomedical, con- 
traceptive development, and social science flelds, and urge that the find- 
Ings of such studies be made readily available to the public. 

We belleve the Inclusion of service recipients on a national Advisory Coun- 
cil to be necessary, and recommend that participation by recipients In 
local programs be more than token and Instead represent their substantial 
Involvement on governing boards, as administrators and on all levels of 


staff. 
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Finally, we call upon the national government to make family planning, 
In the context of preventive medicine and tota! health care, a higher 
priority, for it is the right of all persons, regardless of sex, age, 
marital or economic status. Toward this objective the United Church 


Is actively supportive. 


We belleve that $.1708 offers a constructive step toward fulfilling 


this objective and urge Its passage by the U.S.Congress. 
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Christian Life Commission 


BAPTIST GENERAL CONVENTION OF TEXAS 
206 BAPTIST BUILOING * DALLAS 1 e TEXAS 


June 5, 1973 


The Honorable Alan Cranston 
United States Senate 
Washington, D.C. 20510 


Dear Senator Cranston: 


We want you to know of our strong support for your efforts to strengthen 
family planning servicea, planned parenthood education and contraception 
research through the Department of Health, Education and Welfare. 


Enclosed you will find copies of statements by the Baptist General 
Convention of Texas and by the Southern Baptist Convention which 
indicate the strong support of Southern Baptists for responsible parent- 
hood and the deep concern of Baptists for the population problems that 
confront our nation today. 


We feel keenly that this historic Baptist position be rightly understood. 
Baptists have always magnified freedom and responsibility for family 
planning. 


This is particularly important since Southern Baptists, the largest 
Christian body in the United States outside Roman Catholicism, have 
at times been misrepresented as opposing birth control, sex education, 
and the government's involvement in family planning services. We 
definitely do not oppose such programs; in fact, we strongly support 
them. In turn, we are grateful for your fine leadership in this national 
priority. 


IN 


ames M. Dunn 
MD: Ilm 


Enclosures 


JAMES M DUNN. SECRETARY 
PHIL STRICKLAND, ASSOCIATE 
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"Convention Bulletin, 1972 Baptist General Convention of Texas. 


Christian Life Commission Report 


INTRODUCTION 


Balievebility is essentia! in business, the mam media and pelítics. lt is even more important to the Christian wit- 
mess. Ae individuals and as the Baptist Ceners! Convention of Texas, we want the world to see that we act out our 
faith, to eve that it io real. Our testimony to the transforming power of Jesus Christ must be believable. 

Tauss Baptists have asked the Christion Life Commission. their social concerns agency, te speck to them on the 
application of the gospel to family life. rece relations, citizenship. daily work. religious liberty end moral issues. 

. Humbly, prayerfully, earnestly and with a conce of urgency the Cheitian Life Commission in this report focuses 
attention en grave more! maners. 

Compassion for people compels us to opesk. Honest stewardship of Cod's blessings will not permit ue to be silent. 
An effective Christian witness demands believability. 
FAMILY 

feelen are in trouble. Almost 600.000 divorces are granted ech year. Seperation, desertion and severe marital 
anhappmers are common. 

Seme researchers conclude that approximately 70 per cent of all Americans have intercourse prior to thew mar. 
rhage. Other studies state that ot less! one eut of every via brides is pregnant at the time of her merruge. Accord- 
img to cocielogist Robert Bell, about 30 per cent of ell married women and possibly 60 per cent of all married men 
have committed adultery by age 40. 

When the human suffering. the tragedy. the ein, the lost contribution te the Kingdom of Ged reflected in the 
above statistics are considered, an obvious question is. "How can churches ignore en emphasis on family hfe?’ The 
Bible does not ignore the family. The first chapters emphasise marriage. parenthood, sibling rivalry and 
husband /wife conflict. Family reletionshups ere emphasized throughout the Old and New Testaments. 

Therefore, it is imperative that the church of Jesus Chest make a concerted effort to participate openly and reel. 
tically in preventive and crum ministries to families. Sermons, Sunday School and Church Training curriculo, 
revrvals, retreats, benquets. workshope. seminars. pre- and postmantal counseling and camps all lend themeelves te 
sharing Chrntian insights regarding whet family relationships ought to be. 

While the above are ministries to be developed within the locel church, Christians should else be concerned 
about pebtical decisions which affect the family. Title Il of the Family Code will be presented to the Texas Legista- 
ture in 1973. This Code. among other provisions. would make the father of an illegitimate child equally responsible 
with the mether for the child's support. Texas and Idaho are the only states without such a law This reportedly 
would save taxpayers $30 million annually in welfare payments. The Code also would prevent the tragedy involved 
when e mother changes her mind end takes back the baby she hae given up for private adoption. The natural par · 
ents’ rights would be severed before rather than after adoption. 

Some young people have been committed to reform school simply because they were ans. hooky-plaving adoles- 


emt runaways. The new law would make it impossible io commit a youth to reform school for merely troublesome 


Many emalt children have been deliberately burned. beaten. diofigured and etherwiee abused bv sadistic parents 
with records of abuse. Title II of the Family Code would allow e child to be removed (rom a home et the first sgn 
ef abuse rather than after he was seriously. injured. 

In essence. the Code would protect those who cannot protect themselves: children. libe the ones Jesus protected. 


Aneiher mater ol gravs concern Jo. Tesa 
"Sues, sppronimately 44 per cent of all bithe are unplanned and I5 per cent are unwanted at the time of concep.. 


Ban. i 
Era child bas the right te be wanted and loved. Ideally, children should ne be. "accidents" but the result 8. 
abr choice mode by a aere couple convinced thar phig is the will of God (or thee Jup Likewise, people, 
uibung accused of selfishoess or a betrayal of the divine plan. , 

The Chrretian Life Commission hes always given the family high priority and continues to do so Our 1973 
Workship. Feb. 26-28, will be devoted entirely to an emphasis on the family. A new series of literature containing 
21 tithes en the family will be ready for circulation by Jan. I. 1973. The Baptist General Convention of Texss elso 
has recognised the need for minwiry to families, especially church staff families. with the establishment of the of- 
fice of the Coordinator of Counseling Service and ite programs. 

We believe that the gospel — the good news — should redically affect how hushends and wives, how parente 
and children, how single adults relate to one another. We equally believe that Christian. families are the cement 


"agr! CRIMINAL JUSTICE 


Team ore faced with a tragic paredor end s glaring injustice. Those who may be innocent and those who are 
eanvicted of leaser crimes often suffer (ar more punishment than those in the state penitentiaries who have bosa 
coo victed of major crimes. 

In Tesas, greet progress hes been made in recent vears in the atate Department of Corrections Comparable prog- 
ress has not been made ia county and city jails. Today. they may be the most primitive. disgraceful institutional 
failures in our state. 

One of the major problems in many facilities is overcrowding. In some of our major cites, jails ore jammed with 
hundreds more than they were designed to care for. Mans jails are antiquated. Solitary confinement cells have 
been found to lack drinking water. light. bunke and toilet facilities. 

Exercue and recreation facilities are almost nonesietent. Prisoners in local jails mav hiterslly spend years con. 
fined to their celle without anvthing to do but reed or play cards or dominoes. Onlv three per cent of Tesas erty 
and county jails have educational facilities. Seldom sre there any programs of rehabilitation or educstion. 

Mest local jaile de not separate prisoners. The person convicted of a felony and awaiting appre! is lumped with 
the youngster awaiting trial for s mredemeaner even though Tenas law requires segregation of these awaiting tral 
and theese convicted of offences. 

Amanngiy. only 38 per cent of city and county jails have medical faciitves. ranging (rom the excellent to the 
very poor. Tragic deaths due to lack of adequate medical attention happen all too often 

We are (oced with the reality that many of our jols. designed to hold lawbreahers. ore themosives in violation of 
the e by falling short ef the minimum standards required by law. 

[t % shocking te realizo that the majority of those who suffer under the substandard conditions of eur local jai» 
heve net st that ume been found guilty of any crime Seventy per cent of those in city and county jade have net 
keen convicted. and sppresimately twenty per cent have not even been arragned Thousands languish in our jaile 
becouse they are ton poor to mahe bail and noi because they have been found guilty Some ef these have awaited 
wisi fer as long as five years. H one % poor, he may wan ia pd for here for hes quit or maocence te be ootab- 


Bapu hae to de wb .tespoogble pareothood. In the light of jn... 
Arresi population, the Chronon Life Commission urges Baptrets to take family planning seriously In the United , 


. MINISTERS COUNSELING SERVICE 
James L. Cooper, Coordinator 
603 Beak Tower, Exchange Pork 
Dalles, Texas 75238 
Phone a/e 21-4357-3012 

The Convention ection of 1971 establiching the of. 
fies of Coordinator of Counseling Services was put into 
effect on July 15. 1972 when James L. Cooper assumed 
thie position, having been elected in May by the Execu- 
tive Board. 

A network of over 100 counselors has been estab- 
lished to whom referral can be made. These counselors 
are psychiatrists, counseling psychologists, pastoral 
eounselors, etc. who have an understanding of and ap- 
preciation for à minister's theolorical background. 
Funds are available te eupplement the counseling fee in 
eases where help is needed. In the first three months 
eight people have been referred for counseling and 
ecores of others have been interviewed. 

The ministry offered by the Counseling Service is to 
the healthy as well as the sich. In this light two growth 
retreats have been held for ministers and wives. Three 
continuing growth groupe for staff members and two 
for ministers and wives have been establis ed. 

in cooperation with the Christian Life Commission 
two minister and wife workshops have been held which 
dealt with strese in the ministry and how to handle n. 

The Coordinator has been across the state speaking 
to ministers groups in an effort te inform them of the 
ministry offered and to gain information about accepta- 
ble counselors. 

The response hae been encouraging end the need for 
thie ministry, both to the sick aad the healthy, hes 
been more than venfied. 


Sisemore Speaks 


The new director of Texas Baptists’ 
Sunday School Division challenged mes- 
sengers attending the annual sessions of 
the Baptist General Convention of Texas 
to be leaders in outreach, Bible study 
and witnessing, 

Dr. John T. Sisemore, who recently as- 
sumed his duties with the BGCT, urged 
Texas Baptist churches to enroll 50,000 
pew members in Sunday Schools during 
the coming year for the Glory of 
Christ.” 

Sisemore was presented to the mes- 
sengers Wednesday night at Taylor 
County Coliseum by Dr. Charles Mc- 
Laughlin, secretary of the State Missions 
Commission. 

Later, he was honored with a “get se 
quainted" reception at Hardin-Gimmons 
University’s Moody Center. 

Sisemore told the messengers his “pri- 
mary commitment" is to the "I ordship 
ef Jesus Christ," 

He said, "My fullest commitment is 
focused on outreach, Bible study and wit- 
messing. I believe these matters are God- 
given priorities for me and 1 must give 
my priorities to them." 

Sisemore said he plans to make a 
strong effort to understand the needs of 
elder persons and the young people of 
teday. 

Another highlight of the state missions 
report was recognition of Dr. C. Wade 
Freeman, director of the evangelism div- 
ision, who has completed 25-years service 
with the BGCT. 


PLANNED PARENTHOOD 


1970 Annual, Baptist General Convention of Texas, p. 94. 


1970 


‘POPULATION - The population explosion is considered ^y my to bea 
Survival issue. Either the world practices limited population growth nr else it will 
create unimaginable human misery. 

Heving children is a stewardship, and should not occur carelensly or 
irresponsibly. Baptists should not only support family planning but also 
encourage responsible parenthood in light of limited personal and national 
resources. 

Your Commission has attended and participated in several statewide confer. 
ences relative to population growth, and has offered testimony before state SES 
Rational legislative bodies.  * 


1969 Annual, Baptist General Convention of Texas, p. 89. 


1969 


PLANNED PARENTHOOD 


Last year Texas Baptists, as a people who respect the dignity of 
man and acknowledge his freedom of choice, heard a plea to endorse 
the right and responsibility of family planning. To implement this 
concern we call on Texas Baptists to lend their support to the passage 
of United States Senate Bill 2108. This bill would expand, improve, 
and better coordinate the family planning services and population research 
activities of the Federal Government. 
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1968 Annual, Baptist General Convention of Texas, pp. 105-6. 
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PLANNED PARENTHOOD 


Baptists must face realistically and study diligently the practica! prob» 
lems snd the personal dimensions of the population explosion. Every hour 
world population grows by 5.000 persons. Every day at least 10,000 die 
of malnutrition. Ever: week the tide of people rises by more than a million. 
We must recognize taat much help for those in desperate human need is 
nullified by the continued population increase and that many children being 
born into the world are unwanted, uncared for, undernourished and under- 
privileged. 

We call upon Baptists who respect the dignity of man and acknowledge 
his freedom of choice candidly to endorse the right and responsibility of 
family planning: Full family life education must be available to all citizens, 
particularly to the poor and uneducated. An affirmative public policy 
regarding birth control information is required in order that the right of 
free choice in the private life of husband and wife has basis in fact rather 
than being an empty slogan. We see any system, religious or political, that 
Supports a mandatory, state-imposed ignorance of modern medical ad- 
. vances as dictatorial and inhumane. 


Therefore, we support the programs of the Public Health Service and 
Other government and private agencies that offer heaith and hope to 
mothers otherwise trapped in ‘a cycle of annual pregnancies. We sce that 
planned parenthood practiced in Christian conscience, may fulfill rather 
than violate the will of God. 
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Religious (Fiction Center 


UNION OF AMERICAN HEBREW CONGREGATIONS 
2027 MASSACHUSETTS AVENUE, N.W., WASHINGTON, D.C. 20036. TEL. (CODE 202) 387-2900 


Rass: RICHARD G. HCN. Durecser 


MARVIN BRAITERMAN. C 
end Dieecior of Edecation and Research 


June 20, 1973 


The Honorable Alan Cranston 

Chairman, Subcommittee on 
Human Resources 

Senate Committee on Labor and 
Public Welfare 

Washington, D. C. 20510 


Dear Senator Cranston: 


In Bishop James Ault's testimony before 
your subcommittee on May 8, 1973, he indicated 
that a representative of the Union of American 
Hebrew Congregations could not be present to present 
oral testimony on S. 1708, but that we would submit 
a written statement. 


Enclosed is the statement of our organization 
in support of S. 1708, the Family Planning Services 
and Population Research Amendments of 1973. Please 
include this statement in the record of the hearings 
on that bill. 


| Sincerely W 
cf Marvin Braiterman 
encl. 
CC: Senator Jennings Randolph 
Senator Gaylord Nelson 
Senator J. Glenn Beall, Jr. 


et 
The Religious Action Center, housed in the Emily R. and Kivie Kaplan Building. te under the auspices 
of Reform Judaism, a joint instrumentality of the CENTRAL CONFERENCE OF AMERICAN RABBIS and 
CONGREGATIONS with its affiliates—Natienal 


Senator 


Robert T. Stafford 


Federation of Temple Sisterhoods, National Federation 


Federation of Temple Youth. 
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Statement of 
UNION OF AMERICAN HEBREW CONGREGATIONS 
to 


Special Subcommittee on Human Resources, 
Senate Committee on Labor and Public Welfare 


IN SUPPORT OF 


S.1708, Family Planning Services and 
Population Research Amendments of 1973 


June 20, 1973 


The Union of American Hebrew Congregations (UAHC), founded 
in 1873, is the federation of over 700 Reform Jewish congregations 
throughout the United States and Canada. Throughout its 100 years 
of existence, the UAHC has expressed an overriding concern for the 
principles of social justice, especially as these tenets serve to 
preserve individual freedom and dignity for all people. One's 
freedom is realized as people have equal right and opportunity to 
use and obtain the benefit of the medical, technical and social 
changes that are available through the enlargement of the frontiers 
of science and knowledge. One of the most important of these rights, 
and one often neglected, is the right and opportunity to plan family 
size -- predicated on personal, psychological, social, economic and 
religious factors according to the needs and wishes of individuals 
voluntarily expressed. 

Because family planning services have not been provided for 
many families, too many have been denied this voluntary opportunity 
and right. The Family Planning and Population Research Act of 1970 
began to rectify this problem. The amendments to that Act, embodied 


in S. 1708, will go a long way toward improving that innovative 


beginning. 
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Jewish tradition and law emphasize the sanctity of human life. 
Such sanctity requires the use of knowledge and services that offer 
the prospect of a healthy and prosperous life. One of these services 
is providing information and medical assistance in the planning of 
families, a concern which has long been on the agenda of the UAHC, 
At its 45th Biennial General Assembly in November, 1959, the 
UAHC adopted a resolution entitled "Favoring Dissemination of Birth 
Control Information," which said: 
the failure of large sections of our population 
to plan their families effectively is due neither 
to conscience nor to free choice, but rather to 
legal and official obstacles imposed upon many 
Americans with the result of depriving them of 
knowledge and medical assistance in this field. 
In1965, at its 48th General Assembly, the UAHC reaffirmed its 
1959 position on family planning in these words: 
We believe that the dissemination of birth control 
education for family planning is not an EC - 
ment of civil liberties nor an attempt to act in 
ways prejudicial to the interests of any racial, 
ethnic, religious or cultural group, but on the 
contrary, we believe planned parenthood is for 
those who desire ita vital contribution to re- 
sponsible family life. 
The Family Planning Services and Population Research Amendments 
of 1973 serve to tighten, strengthen and enlarge the Act of 1970 
and provide the necessary rudiments to carry out the objectives of 
the five year plan (and its subsequent updates) submitted to 
Congress in October, 1971. S. 1708 calls for the provision of 
family planning services to those who could not otherwise afford 
them. Of equal importance, the new amendments would increase 


research in the areas of human reproduction and contraception. 


We applaud especially those provisions of S. 1708 which expressly 
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safeguard the rights and integrity of individuals, by emphasizing 
the strictly voluntary nature of family planning programs and the 
‘integration of such services with other health programs. 

While the Act enhances the individual opportunity for family 
planning, the aggregate social value of such services should not 
be overlooked. The family unit is the foundation of our society. 
Its well-being in all segments of our population is vital for a 
stable and productive society. We must ensure against involuntary 
and fortuitous growth rates which lead to overpopulation and that 
leave too many of us in an anti-social competition for finite 
resources. The right of every human being to a life of dignity 
depends on the quality of the total human society, at least as much 
as the quality of life in his or her own home and family. 

We gladly support the proposed Family Planning Services and 
Population Research Amendments of 1973 and we urge the Committee 
to report this legislation favorably and to promote its passage 
without delay. 

Respectfully submitted, 
i 7 


Marvin Brait erman 
Counsel 
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Sen. Alan Cranston 
c/o Senate Office Building 
Washington, D.C. 


May 31, 1973 


Thomas W. Hilgers, M.D. 
1117 4 1/2 St. N.W. 
Rochester, Minnesota 55901 


Dear Sen. Cranston: 


I would like to enter the enclosed scientific paper THE INRAUTERINE DEVICE: 
Contraceptive or Abortifacient? as testimony in the current hearings you 
are holding on federal monies for birth control devices. 


This paper was written for the seminars in obstetrics and gynecology sponsored 
by the Mayo Graduate School of Medicine. It was presented in the fall of 

1972. It is a unique study in that it canvasses all of the research that 

has been done on human subjects wearing intrauterine devkées. As such, it is 
the only such study of its kind available. Currently, it is being prepared 

for publication in MINNESOTA MEDICINE. 


As you will be able to see, the paper concludes that the IUD is an abopetifátieát 
device. I hope that this will be of value in the deliberations of your 
committee in view of present law. 


Thank you very much. 


Mes W. d 000 
Fellow, obstetric af, 
Mayo Graduate Schol of Medicine 
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TUB INTRAUTERINE PEVICN: CONTRACEPTIVE OR ABORTIFACIENT? 


horas F. Hilgers, K. D. 
Res ident in Obstetrics and Gynecology 
Mayo Graduate School of Medicine 
(Jaiversity of Minnesota) | 


Rochester, Minnesota 


Presented at a semincr in obstetrics and gynecology 
on October 17, 1972. This paper prepared under thc supervision 
of members of the faculty of tne Kayo Graduate School of 
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Research has shown that intrauterine devices (IUD) 
have an anti-fertility effect in every animal species tested. 
However, the mechanism through which such devices interrupt 
the reproductive process seems to differ from one species 
to E E It is not possible, therefore, to explain the 
mode of action in a manner that 8551155 to all species studied. 
Furthermore, the differences in the anatomic and physiologic 
features of the reproductive system among animals make it 
difficult, if not impossible, to arrive at conclusions 
applicable to man yet based on studies of anima: Although 
much research has been done on rats, rodents, rabbits, sheep, 
cows, and monkeys, it can only give certain clues of what to 
study in the human being. Any direct comparison between man 
and animals; therefore, is always of questionable relevance. 

This discussion will be devoted to the extensive 
rosenrch that hag beon conducted in human boings. As for as 
is known, no such review has ever been undertaken. Animal 
studies will be mentioned only when they seem particularly 
pertinent from a historical or scientific viewpoint. 

Hintorical Introduction 
Intrauterine devices have allegedly been in use to 
control fertility for more than 2,000 —À ( For centuries, 
Arabian and Turkish camel drivers have inserted & small round 


stone, the size of a kidney bean, into the uterus of their 
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paddle animals prior to & desert an This has been said 
| to repulse the advances of tbe male as if the female were 
— P 

In 1909, Richter. & German physician,.first 
described the insertion of two or three strands of silkworm 
gut into the human uterus for birth prevention. His work 
went almost unnoticed. 

In 1916, Dickinson predicted that a simple, safe, 
and effective intrauterine device eventually would be adopted 
for purposes of birth control. 

It was not until 1928, however, that the modern 
history of IUDs began. In that year, Grüfenberg. a Berlin 
physician, reported on the insertion of silkworm gut stars, 

. later to be suppianted by silkworm gut rolled into rings and 
bound with silver wire, as a means of intrauterine birth 
control. In 1929, he reported on 2,000 insertions of his 

new device. He found a 1.6% failure rate and no signs of 

the device causing inflammation of the uterus. His results 
were significant since later reports of similar results 
became the springboard for the present use of IUDs. 
4̃ꝗ early enthusiast of this method of birth control, 
Leunbach, of Copenhagen, inserted 175 rings over an 8-month 
period in 1929 and 1930. His enthusiasm waned, however, and 


10 
he rejected the device as harmful and unreliable. 


et 
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Later uc 4 — S Grafenberg, "...used 
the ring for a number of See but 'because of the 
possibility that it may be an unsuitable method, in a 
considerable portion of women' ne did not recommend it in 
his last article written shortly before his death. The 
condemnation of the Grafenberg ring by both Haire and 
Leunbach is noteworthy from a historical perspective because 
they had actual experience with the device. Tiétue vioté 
that condemnation came only from those who had never had 
such experience. 

In 1940, in a speech before the Obstetrical Society 
of Philadelphia, Kimbrough and Tompkins stated on the basis 
of "dozens of unfavorable reports, the use of an intrauterine 
foreign body... as & ‘contraceptive’ is regarded as dangerous 
practice if not malpractice.” This was the state of things 
until 1959. 

In 1952, the Rockefeller Foundation founded the 
Population Council, whose proposed purpose was to study 
population growth and to finance studies in veprodüctión. 
This marked the official entrance of Rockefeller money into 
the fight to control fertility. Today, the Population Council 
is described as a private American foundation supported by 
the Ford Foundation, the Rockefeller Foundation, 

John D. Rockefeller III, and substantial private and 
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j | 15 
government donations. From 1953 to 1964, the Council put 


over $20 million into their work. 

In 1957, Alan Guttmacher was approached by 
Mr. Daniel O'Connor, an economic advisor to the government 
of Puerto Rico, about tho use of the IUD, but Guttmacher was 


4 


Dot receptive because he thought the IUD too dangerous. In 
contraceptive 


16 
1959, Dubrow and Guttuacher wrote in a review of/methods: 


"Intrauterine devices are mentioned only to be thoroughly 
condemned [emphasis added] because of their ineffectiveness, 
` as 


their potential source for infection and irritation, as well/their 
carcinogenic potentialities." 

At that time, because nó American physician could 
be found who had personal experience with the method and who 
was willing to report on it, the editors of the American 
Journal of Obstetrics and Gynecology invited Dr. W. Oppenheimer 
of Israel to contribute an article on the TES d i 
Oppenheimer's contrihution coincided with a paper from Japan 
by 1 Guttukdior wrote later that "after this many 
physicians changed their attitudcs and became more tolerant 
toward the concept of intra-uterine contraception.” Because 
Oppenheimer's and Ishihama'’s reports were said to show that 


the IUD was safe, effective, and relinble, the door was 
12,14 
opened for a “reevaluation.” 
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The impact of these two studies on the medical 
acceptability of the IUD was evidently rather noteworthy. 
Unfortunately, the advocates were careless in their reading, 
for nothing new or revolutionary had been added to the 
already existent knowledge. Oppenheiner's aport te the 
most glowing report over written on the IUD. The author 
was overwhelmingly conplimentary and his statement that in 
his experience of 866 ingertions he considered "the method 
absolutely —ÀQ is a claim that was never before mado 
and has never been made since. Quite frankly, Oppenheimer'g 
assertion has never been substantiated in the countless 
number of similar studies done both before and after his 
report. | 
E dere also reported his extensive experienco 
with the IUD in 1959. His results were really no different 
from those reported previously and, in fact, may have been 
Somewhat worse than what Grafenberg originally GE 3: 
Nonetheless, it was on tho basis of two Sopar i oie 
of which was solicited, that the Population Council began 
to make its decisions and to influence the world's use of 
this device. i 
| In January &nd February, 1962, Guttwacher was sent 
by the Population Council and the International Planned 


‘Parenthood Federation to study conception control around the 
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4 
world. When he returned to New York, he advised the 


Population Council that the "best chance for immediate 
success lay in work with intrauterine contraception," an 
astounding suggestion from the same man who only 3 years 
previously had soundly condemned such practice. 

In spite of the obvious contradictions from 
Guttmacher, the Population Council followed his advice and 
held the first International IUD Conference April 30 to 
May 1, 19621? The meeting was attended by 40 588516 from 
11 . The Second International Conference on 
Intrauterine Contraception vas held in New York October 2 
to 3, 1964, and was attended by 500 participants from 44 
countries. f 

"^ In this latter conferénce discussion was begun 
on the abortifacient capability of IUDs. Candidly € Q 
that an abortifacient label would be detrimental to promoting 
the device in underdeveloped countries liko Pakistan, where 
abortion is strongly opposed, the population planners began 
to redefine abortion and GE 

Ia considering redefinition, the likelihood that 
^ IUDs destroy blastocysts prior to implantation led the planners 
to consider defining the blastocyst out of existence. 
peoguansy,, they said, should be redefined to begin at 
implantation. It seems that all subsequent scientific 
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21 
conferences on the "Preimplantation Stages of Pregnancy" 


were to be considered mere fiction. d 

Later, a scientific group of the World Health 
Organization (WHO) gave careful consideration to the proper 
name for these 38 ioca. After considering such names as 
"intrauterine foreign body" (IUFB), "intrauterine contraceptive 
device" (IUCD), and “intrauterine device" (IUD), they 
unanimously accepted the name “intrauterine device" (IUD) with 
the recommendation that it be universally used in the medical 
literature. However, most articles in the literature, written 
primarily through grants from the’ Ford Foundation and the 
Population Council, have ignored this recommendation and 


intrauterine contraceptive 
continued to use/device, This rhetorical ploy is in direct 


-contradiction to the mounting scientific evidence that the 
principal mode of action of the IUD as a "contraceptive 
device" is not the prevention of conception but, rather, the 


23-35 
destruction of the human blastocyst prior to implantation. 


- 


Action of the IUD 
EE . HE—— ER 


Intrauterine devices used in humans are generally 
composed of stainless steel or mixtures of polyethylene and 
freee faute. The barium is added to make them radiopaque. 
Those being fashioned from plastic tubing can, as a result, 
be stretched into linear form and threaded into a Teflon 


tube. This catheterlike tube, with the bore of a soda straw, 
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can be passed through the cervical, canal just beyond tho 


internal os; a plunger is then inserted to force the device 


into the uterine cavity. Since moulded plastic has “memory,” 


the device can be reshaped into its original form after 


being discharged into the uterus. Today, well over 70 


different models of IUDs are available and they are being 
23 
used by more than 10 million women. 


Other substances have been explored for use within 


the uterus to prevent pregnancy (e.g., copper and zinc). 
However, since these are not being readily used and are not 


yet licensed by the FDA, this review will be limited to the 


so-called inert IUDs (i.e., IUDs made of inert substances 


like plastic or stainless steel). However, as pointed out 
by this review, these substances are far from inert. 


Effects on Menstrual Cycle and Ovulation,--Host 


investigators agree that the IUD does not interfere with or 


37-39 
inhibit the process of ovulation in any way. It has been 


shown also that the menstrual cycle is normal in length in 


40 
women with IUDs. This finding has been confirmed by 
22,41,42 


endometrial biopsies and visualization of corpora lutea at 
laparotomy, as well as by histochemical studies of the ovaries. 
Interesting in this light, however, is the work 


f 38 
of Faucher et al. They noted that the pos tovulatory phase 


of the menstrual cycle was shortened in four of six patients 
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Studied and that the urinary pregnanediol was decreased in 
&11 six dd This could indicate impaired function of 
the corpus luteum and might implicate a luteolytic function 
to the IUD, If this were true, it might also implicate a 
role of prostaglandins in the mechanism of action of the IUD. 
Such a theoretical possibility has been xsutionsd: bt as 
yet it has not been investigated. If such a process occurs, 
it would disturb the precise balance that is necessary for 
implantation. 
Chronic Endouterine Infection 

The possibility that chronic endouterine infection 
may plav a role in the mechanism through which the IUD works 
has been düveatizstéd. Microscopic changes in the uterino 
lining, previously thought to be associated with chronic 
infection (chronic endometritis), have been reported to occur 
in varying degrees. A Japanese study reported 74% of patients 
wearing IUDs had signs of acute inflammation while only 194 
revealed signs of chronic ioflaxmatión. 

Most American studies have focused on the incidence 
~of a chronic inflammatory process in response to the IUD 
and these results indicate that 13 to 28% of women with IUDs 
have chronic 6 study from Taiwan placed the 


44 
. incidence as low as 1.7%, but this is truly out of line with 


other similar studies. 
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Wnen other investigators have attempted to determine 
if this inflammatory reaction is due to infection, they have 
concluded that it is not. In a study of 200 patients 
Willson et a1 found that the presence of the IUD did not 
significantly alter the bacterial flora of the endometrial 
cavity. Mishe11 et 3 some cultures to be positive 
immediately af ter insertion of the device, but all of the 
endometrial cavities examined 1 month later were sterile. 

The inflammatory reaction observed in about 20% of 
patients is not thought to result from infection but rather 
from a reaction of the endometrial lining to the chronic 
presence of a foreign body. In any event, the endometrial 
lining in these patients is altered appreciubly from the 
normal and it is conceivable that this disturbance may prevent 
the blastocyst from implanting? 

The Role of the Fallopian Tube 

The role of the muscular activity of the fallopian 
tube bas also been studied extensively although inadequately. 
In the normal, nonpregnant woman without an JUD, the muscular 
activity of the fallopian tube tends to be low in the 
| preovulatory phase of the menstrual vere After ovulation, 
the tubal peristaltic activity tends to increase while the 
uterus is quiescent. When the corpus luteum regresses, the 


tubal activity evolves into a typical menstrual, pattern with 
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outbursts of increased activity occurring at short 8 8 
It is due to this diversity of effects that transportation 

of the blastocyst by tubal peristalsis is accomplished while 
the uterus reste: 

In 1965, when Mastroianni and Rossead reported that 
the presence of the IUD in superovulated Macaca mulatta monkeys 
was associated with rapid discharge of the ova from the tube 
to the uterus, the thought that IUDs in somo way abnormally 
increased the muscular Set of the fallopian tubes 
became the commonest theory of how the JUD functions. 
Mastroianni ard Rosseau gave monkeys gonadotropins so that 
they would ovulate at a predictably higher rate. Shortly 
thereafter, Keliy and 65 that the transport of 
ova through the fallopian tubes of normally cycling rhesus 
dukové was not affected by the presence of a foreign body in 
the uterus. It seems that Mastroianni and Rosseau's technique 
of giving their monkeys gonadotrcpins stimulated the tubal l 
activity that they originally reported. In 1967, Mastroianni 
et 8 their study in normally cycling monkeys without 
exogenous gonadotropin stimulation and obtained the same 
results as Kelly and Marston. This put to final rest the 
idea that increased tubal activity was the prime mechanism 
by which the IUD exerted its effects. 

The actual role of the fallopian tubes is difficult 
to state precisely at this time. The studies have been few 


in number and generaJly of poor quality. 
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In 1964, Sicgler and Hellman reported the cases 


of three patients on whom they conducted uterotubal insufflation 
after 2 months' use of an IUD. Only two of these patients 

were in the postovulatory phase of the menstrual cycle and 

their results indicated that no mechanical obstruction of 

the tubes existed. This series was much too small to permit 

any decisive conclusions regarding tubal physiology in the 
presence of the IUD. 

Ishihama et al reported a similar investigation 
of 30 patients before and during insertion of the IUD. They 
found no remarkable difference in tubal activity between 
the two groups. They also reported their findings on tubal 
transport of a radiopaque dye tbat had been inserted into 
the tube and then observed via cinesalpingography. In their 
opinion the presence of the IUD did not strongly influence 
the muscular contractions of the fallopian tube. 

| In 1970, Makhlouf and E Ee reported their 
studies of uterotubal insufflation in 100 women 5 days after 
menstruation. They found that the strength of tubal 
contraction was increased significantly over and above that 
1 of the control group in 96% of patients and that, in accord 
with this, the number of peristaltic waves was increased ín 
88% of their patients with IUDs. These changes persisted 


and actually increased the longer the IUD was in place. 


88-030 O - 73 - 43 d 
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| 
This was a well-controlled study, but it was done on women 
during the fifth day after menstruation or during the 
preovulatory phase, and these ines are not applicable to 
the mechanism of action of the IUD. 

In 1971, 3 his results on uterotubal 
insufflation in 50 patients, some of whom had had an IUD 
inserted for 2 to 3 years. He found definite impairment 
in uterotubal function presenting as spasm of the uterotubal 
junction or the isthmic portion of the tube. These changes 
returned to normal after the IUD was removed, which indicated 
that the IUD was the cause. Unfortunately, no mention was 
made of the time during the menstrual 89815 when these 
observations were obtained. 

j While the specifics of tubal physiology in the 
presence of the IUD are still somewhat undefined, the work 
of Noyes et a definite light on the role of the tubes 
and the action of the IUD. In an exhaustive search for ova 
in the human uterus and tubes, they recovered 11 eggs from 
92 patients fitted with IUDs and only 12 from 161 women 


58 
without IUDs. This difference was not significant on chi- 


e 


square analysis. It would appear that the tubal transport 


of eggs is not appreciably affected by the presence of an IUD. 
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The Role of the Myomnetrium 


In the preovulatory phase of the menstrual cycle 
in the nonpregnant woman without the IUD, the muscular 
activity of the uterus tends to inercisë progressively with 
a period of stabilization just prior to DE Shortly 
after ovulation, there is a period of 2 to 5 days of uterine 
Guiescence. During this tine, implantation is possible and 
if it occurs, uterine quiescence is maintained by the corpus 


50 
luteum of pregnancy. If implantation does not occur, then 


uterine activity evolves progressively into the pattern of 


exaggerated muscular activity which is typical at the time 


The action of the uterine nusculature in the 


SO 
of menstruation. 


presence of the IUD is considerably clearer than that of 
59 
the fallopian tube. Johnson et al, reported on 32 patients in 


whom they measured intrauterine pressures by the open-end 


catheter technique of Hendricks. This study had many drawbacks 


and their conclusion that no increase in uterine muscular 
activity occurs in the presonce of the IUD is highly 
questionable in view of later reports. 


60 
In 1967, Bengtsson and Moawad reported on & well- 


controlled series using Hendricks' technique. They found 
that in women with IUDs, prelaborlike uterine contractions 


begin 4 to 5 days after ovulation and progress to full 
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labor like contractions during the nenstrual period. This 
activity is clearly abnormal — vith the transport 
and implantation of the blastocyst. They felt that this 

may play a part in the uachanisn oi action of the IUD. 

Pri: a totally different technique, Behrmcn and 
EE in 1968 and Behrman et SE in 
1969 that, after ovulation, the uterus entered a period of 
complete quiescence lasting until 24 hours before the 
beginning of the next menstrual cycle. The differences 
between their results and the results of Bengtsson and 
Gg were due to the differences in the sensitivity 
of the two techniques. The transducer IUDs used by Behrman 
et al probably responded to only local changes in muscie 
activity, while the catheter system of Bengtsson and Xoawad 
measured changes in the cavitary pressure produced by the 
entire uterine E 

In 1970, Moawad and Bengtsson reported on the 
long-term effects of the IUD on uterine SE In 
— who had been using the device for at least 3 years, 
they again found prelaborlike contractions beginning 4 to 5 
days after ovulation. These were not encountered in patients 
who were not wearing IUDs. 

These studies have now been confirmed by the 


65 
Japanese who also found prelaborlike contractions in the 


postovulatory phase in patients with IUDs. 
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Serr et al, found increased electric activity of 


th^ uteriue musculature during the pos tovulatory phase in 
i 

patients with IUDs. This activity, which probably indicates 
increased uterine muscle activity, was not deed in controls. 

In summary, the evidence seems to be Se in 
favor of some significantly increased uterine muscle activity 
in patients with IUDs during the time when implantation 
would occur. This disturbance may indeed lend itself to 
an interference of the implantation process. 


Effects of Intrauterine Devices 
Eee En Mi ——— HMM —— — l —.ñx?ß:y:ͥ,ñ 
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On Sperm Migration.--In 1964, Malkani and susan” 
did hysterectomies on four patients who had been wearing IUDs 
for 10 days. All had had coitus the evening befo-e the 
operation. In all four patients, active sperm were found 
around the JUD and in the fallopian tubes. Morzenstern et Be 
corroborated these findings in a 8 study of 13 women. 
These patients, however, had been wearing the IUD considerably 
longer than the group of four. Morgenstern et al. concluded 
that the chronic presence of an IUD does not prevent transport 
of spermatozoa to the sight of fertilization in the fallopian 
tubes. They did find a low sperm concentration in the tubes, 
but concluded that this is similar to what is expected in 
women without IUDs. 

Brown and Alioa artificially inseminated 12 patients, 


6 with IUDs and 6 witbout, a icw hours before hysterectomy. 


) 
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In all 12 patients, active sperm GE found in the fallopian 
tubes. They concludec, as did the other investigators, that 
the presence of an IUD does not prevent the ascent of spcra 
to the sight of fertilization. K aser Noos aiko observed 
this pattern of sperm migration and no one has described 
contrary results. 

Cn Fertilization.--There is no evidence that the 
JUD consistently prevents fertilization. On the other hand, 
it seems likely that fertilization occurs with normal or near 

30 58,71,72 
normal frequency in the presence of the IUD. Noyes et al. 
rccovered a fertilized egg in the pronuclear stage from the 
right tube of a patient wearing an IUD who bad had coitus 2 
days prior to hysterectomy. This, in conjunction with the 
numerous intrauterine pregnancios that have been observed in 
the presence of an IUD (Table i), proves that conception can 
indeed occur. 
90 

Virkar reported the case of a woman who had 
intercourse with the IUD in place. Shortly afterward, she 
had the IUD removed and an implanted pregnancy ensued. He 
stated that "this case nicely brought out the fact that 
ovulation and fertilization are not interfered with, but it 
is the process of implantation that is affected by an 
intra-uterine device." Other lavestiratore nave reported the 


same observetion. 
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it has becn observed that the incidence of tubal 
pregnancy in a given population of women vear ing IUDs may 
be somewhet less than one might Tg however, the 
number of intrauterine pregnancies is, by comparison, greatly 
decreased. This fact suggests that the primary action of 
the IUD is at the uterine saver If the process of fertilization 
were inhibited, an equal decrease in the number of tubal 
pregnancies might be expected. Since this is not the case, 
we can only surmise that fertilization takes place regularly 
and that the primary action is a postconception, intrauterine 
one.. 

On the basis of direct intrauterine observation 
with the glass fiber hysteroscope in 55 patients wearing Oe, 
EE E et DEER that the “fertilized ovum" was 
rapidly expelled from the uterine cavity. They observed that 
if the IUD was fitted well into the upper part of the uterino 
cavity no uterine implantation occurred although implantation 
was observed in the fallopian tube. Only when the IUD had 
displaced itself to the lower portion of the uterine cavity 
was implantation observed, and then only in the upper portion 
or the uter ine cavity: This most unusual study seems to 
implicate a directly mechanical component to the mode of 
action of the IUD. This would seem likely in view of the 
| 5 the efficacy of a given IUD is directly 


proportional to its size and surface area. 
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30 
Marston, Kelly, and Eckstein found thav, in 


monkeys, there was no difference between control ard ID 
Study groups ip the rate of occurrence of fertilization 
The fact that fertilization was not disturbed in the presence 
of an IUD established that trausport of the sperm was adequate 
and its capacitation was not hindered. They did find that 
fertilized eggs entered the uterus normally and once the 
eggs were in the uterine lumen they seemed to undergo rapid 
degeneration. This study is thought to be of particular 
importance because of the close anatomic, physiologic, and 
phylogenetic relation between monkeys and human beings. 

of Phagocytosis.--In 1968, Virkar and 1 
reported the existence of large numbers of active, 
multinucleated histiocytes ina study of 10 loopal smears. 

In the same year, TER dn also from India, reported 
a much larger series of 228 loopal smears in which she found 
Ocly 55 containing multinucleated histiocytes. She also 
studied 65 endometrial aspiration smears taken immediately 
after removal of the IUD. Nono of these smears revealed 
multinucleated histiocytes. The majority of her patients 
were long-tern jeere of the IUD. 

i In 1970 attention was called again to these 

phagocytic cells in a study of 37 loopal Deeg Sagirorlu and 


UA E these cells 
Sagiroglu noted that / vero numerous and most of them were 
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8m2311 and monocytic shortly after insertion of the 10D. 

Only after the IUD was present for longcr periods did they 

note the larger, multinucleated cdm Contrary to Israel's 
report, this was a consistent finding. dhes aio noted 

some phagocytosis of sperm. Some workers have interpreted 

this to be the mode of "contraccptive" action of the IUD. 
However, the Saziroglus also noted the "collective phagocytosis" 
of a giant material (thought to be an ova or blastocyst) by 

the macrophages. This finding, it seems, was most significant 
because they outlined as follows the ways they thought the 
macrophages created a hostile environment mainly for the 
fertilized is 
f d SN (1) With the presence of the JUD surrounded by 
millions of macrophages in the endometrial cavity, the 
fertilized ova will not find hospitality, but hostility. 


(2) Macrophages, like biologic foam, cover the surface of 


the endometrium and isolate it from the blastocyst, thus 


ææ :; —p— : — 2 


prevent ing impiantation. (3) When a fertilized ovum, as 

ja giant foreign body, suites the cndometrial cavity, the 
‘macrophages actively move on and isolate it from the endomctrium 
^ by a firm E siege. (4) EN liberate an 

! enzyme, protease. The protease content of uterine fluid is 


: increased twofold in the presence of tho IUD. This is 


i " 
: significant since the enzyme protease is a powerful lytic agent. 
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The zona pellucida, the insulator and protective membrane of 
‘the ova, and then the blastocyst may be dissolved or degencrated 
by this enzyme. (5) Spermatozoa are also foreign bodies. 

In the presence of IUDs, the millions of macrophages may 
incapacitate some of then. 

UU It has been shown that the primary cell typo in 

the endometrial aspirate of women with IUDs is the neutrophil 
and not the De and Mishell think thís indicates 
that neutrophils are more diffusely distributed throughout 

the uterine cavity while the macrophages are more adherent 


to the plastic IUD. 


This intrauterine cellular reaction, which is 
23,94,99,100 

evoked. by the IUD, has been observed in all animal species. 
ui ib howaver, that it is"... inadequate to create a 
spermotoxic environment but sufficient to prevent nidaticn 
of normal blastocysts arriving, on schedule, from the oviducts." 
This is supported by the fact, as Moycr and ignei pointed 
out, that the cellular degeneration products of neutrophils 
and macrophages are "injurious to the unimplanted embryo.” 
| On Sperm Canacitation.=--Rosado et ee & 
| significantly increased concentration of calcium in the hunan 
endometriun of females wearing an IUD. They hypothesized 
that this may inhibit the capacitation — Interestingly 


enough, these changes were observed in biopsy samples of the 
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endometrium and therefore do not reflect the environnent 
through which the sperm ae fo meet the ovum. 

Kar and 8 observed a similar increase 
in the calcium concentration in the endometrium of monkeys. 

Since it has beer showr that capacitation is unaffected in 
the Geier one can assume that this calcium plays no significant 
role. 

On the Endometrium.--Results of studies on the 
endometrium with the IUD iu piace have been somewhat confusing 
and contradictory, perhaps because the material for study in 
the majority of cases was obtained from endometrial bionsy. 

This presents a major source of error in sanpling because 
biopsies from a given site may not reflect the pattern G? 

the endometrium as a whole; also, it is a blind procedure and 
öns canot be certain of the actual source of the A i 

Nonetheless, agreement is general that the IUD 
causes transient inflammation, with increased vascularity, 
some hemorrhage, and edema of the area of the endometrium that 

24,25,41,42,46,103-106 
isin direct contact with the IUD. In conjunction with this, 


it has been shown that in some cases the IUD imbeds itself 


deeply or even buries itself in the endometrium. This area 


underlying the IUD shows evidence of pressure atrophy with 
, ke 41,305-109 . 
compression and fibrosis. 


Many studies have been conducted to determine if 


the IUD in any way interferes with the normal synchrony. 
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Some reports have indicated that there is no phase discrepancy 
46,109 
in the presence of the IUD. Many more investigators, using 
light microscopy, have reported a delay in the histologic 
maturation of the endometrium. They have found a precvulatory 
24, 26, 27, 4 2, 44, 103, 106, 110,111 
type of endonetriun in the pos tovulatory period. These 2 
changes seem to be particularly obvious in that area of the 
26,106 
endometrium that is in close contact with the IUD, 
24,25 

Wynu, using the electron microscope, describod 
changes in the ultrastructure of the endometrium which would 
indicate premature maturation. He found ultrastructural 
changes that were characteristic of those found several days 
later in the normal endometrium. (He found a well-developed 
nucleolar channel system in epithelia] nuclej in about 20% 
of preovulatory endometria, and predecidual changes in about 


25% of specimens as early as 19 to 20 days. The synchrony, 


25,108 
furthcrmore, often affected the stroma more than the epítheiiua. 
26, Japan, 108 


Tamad: et al, in/ found similar results. Wynn and Sawzragi 
while they have 
stated that / interpreted their findings as a premature 
ultrastructural development, the aiternative explanation would 
be retardation of histologic development. In either case, 
the evidence strongly suggests a disturbance in the synchrony 


of the endometrial and ovarian development that is normally 


1 
required for implantation. 
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On the Endometrial Fluid.--The fluid or exudate 
that lies within the cudometrial cavity surrounding the IUD 
makes up the milieu to which the blastocyst must enter. The 
biochemistry of this fluid is interesting. 

The volume of tbe fluid is greatly increased in 
women fitted with an IUD, and especially in those who have 
Synptous such as pain, discharge, or blecding after its 
%% pe nite alone has been thought to be an impediment 
to blastocyst xapiautstion 

The pi of the fluid has been found to be decreased 
in one iru. nd unaltered in d 

Karct d consistently fourd large inc asas in the protein 
and nonprotein nitrogen concentration in IUD-fitted women 
Ares pee tive of the stage of the menstrual cycle. The 
nonprotcin nitrogen was primarily 5 general, these 
increases werc thought to lead to nn increase in osmotic 
pressure of the fluid rendering the milicu unfit for survival 
of VCC eseo. More specifically, urea 


is known to be disruptive to proteins, and excessive quantities 


. of urea in the uterine fluid of women fitted with tho IUD are 


almost certainly detrimental to the viability of the 
114 
preimplantation blastocyst. 
Further biochemicai changes aiso have been detected. 


Persistence of positive staining of the mucopolysaccharides 


- A 
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of tne ground substance with alcian blue up to day 20 to 24 
of the cycle represents a failure of their depolymerization 
and this may decrease the receptivity of the endometrium to 
the pester od 

When the three suygars--hexose, hexosamine, and 
hexuronic acid--were studied, the results suggested that the 
IUD shifted the normal metabolic pattern of the endometrial 
mucosubstances. This may indicate a suppressive effect of 
the JUD on glycogen biosynthesis. This, too, is important in 
the antifertility action of the wo.” 

In an absolutely classic study of the biochemistry 
of the human endometrium, Joshi and e tebe India, 
and without the IUD in order to establish basic cyclical 
patterns. They studied the quantitative differences in 
deoxyribonucleic acid (DNA), ribonucleic acid (RNA), tissue 
protein, alkaline phosphataso, and acid phosphatase. 

The normal changes in concentration of RNA, DNA, 


and total protein are considered to be indicators of the 


action of estrogen and progesterone on the growth of the 
118 


"endometrium. A comparison of these growth-activity indicators 


revealed that endometrial growth during the preovulatory and 


early postovulatory phzses is actually stimulated by the 


presence of the IUD. Moreover, the peak concentration of RNA 
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in the endonetrium, which normally is not attained until 
day 16 to 20, actually was reached during days 9 to 13 in 
the presence of the IUD, indicating an acceleration of 
growth. Higher concentrations of RNA and total protein in 
the endometrium of women using an IUD wero found to be 
maintained even during days 21 to 24 when the growth activity 
of the normal endometrium is significantly ee 
Alkcline phosphatase and acid EE &ctivity 
also showed an increase. The increase in alkaline phosphatase 
activity probably reflects the participation of this enzyme 
in tissue T ud The increase in acid phosphatase, a 
hydrolytic enzyme, was thought to represent an increase 
an lysosome T Ex Lysosomos gencrally are corsidered 
_ to participate in intracellular and extracellular digestive 
8 i 
Miscellaneous Effects.--Some investigators have 
detected a prolonged or elevated secretion of the pituitary 
hormone axvOocih while others have noted elevated blood 
levcls of this same hormone in women who use me This may 
indicate somo systemic effect of the IUD as opposed to a 
^. completely local effect, but the actual significance of 
these findings still is not well understood. 


Implantation in the Presence of the IUD 
SSS — 


Lä — ee EECH . IILLS 


In any analysis of the IUD in which an attempt is 


made to reach conclusions on ejther its contraceptive or its 
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a bortifacient nature or both, one must look carefully at 
those cases in which implantation is knovn to occur ín tho 
presence of the IUD. The outcome of these pregnancies is- 
oi considerable Significance. 

Table 1 is a list of the iadivicual and cumulative 
experiences of 18 different invest igators veported in the 
medical literature. These studies were randomly selected. 
The only sclective criteria were the accuracy with which the 
investigator reported the total number of pregnancies, the 
number of spontaneous abortions, and the number of ectopic 
pregnancies that occurred with the IUD known to be in place. 

In more than 151,000 woman-months of use, there 
wcre 273 pregnancies with the IUD known to be in situ. 
Fourteen of ef were still in progress at the time the 
author reported bis findings, but were here assumed to have 
gone full-term. Of these 273 pregnancies, 78 (23.6%) ended 
in spontaneous abortion and 23 (&.4%) ended in ectopic 
pregnancies. Therefore, a totai of 37.0% of all these 
pregnancies ended in fetal death. 

This percentage of "fetal wastace" is significantly 


higher than in women not 


wearing IUDs. The normal incidence of spontaneous abortion 


is thought to be at least 15% of all pregnancies between the 
121-123 
fourth and 20th weeks of gestation (Table 2). The incidence 
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of ectopic gestation in the white, middle class population 
of the United States is approximately 0.3% (1:330) and in 
the medically indigent, it is no higher than 1.0% Garo 
It is the contention of this analysis that the substantial 
and only difference between these two groups is the presence 
of the IUD and, therefore, the increase in fetal loss is 
directly attributable to the presence of the IUD. 

Others have found similar results but have not 
taken this direction of thought. Their SE however, 
substantiate this claim. Tietze and Levit, reporting on 782 
uterine pregnancics in more than 261,689 woman-months of 
use, found that 41% of 542 pregnancies with tivo device 
known to be in situ endea in abortion. Peskin ported that 
36.4% of pregnancies occurring with the device in situ ended 
in abortion. (The number of pregnancies was not stated in 
this report, but it represented a substantial experience of 
85,782 woman-months of use.) 

- Both of these reports stated that their data do 


not indicate the incidence of induced abortion. Rowe ver, 


of the 240 pregnancies that occurred in Tictze and Lewit's 
125 


^. series in which the device was not recovered, only 33% 


15 
ended in abortion. And in Perkin's study, only 25.8% of 
those in which the presence of the device was "unlikely" 


aborted. Given a distinct separation into two groups, one 
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with IUD and one without, the letter should serve as an 
inbuilt control series, for the pregnancies would be no 
less distressful than the ones with the IUD in place and 

the pressures to artificially abort would be the same. 

| In the simultaneous presence of an IUD and an 
implanted pregnancy, one can expect that in at least 10% 
of all pregnancies, spontaneous abortion’ will deve lop because 
of the mere presence of the device. Howevor, the percentage 
may be and most likely is considerably higher than that. 
The absence of the device was never substantiated in either 

and Lewit’s 
Tietze / or Perkin's series and, therefore, an untold number 
may have aborted as the result of the hidden presence of an 
IUD. One must also take into account the tubal pregnancies 
. (8.4%) that result in de facto fetal destruction. This 
i 32,81, 126 

increase in tubal gestation has been reported by others 
as well. 
| In support of this concept, Tischler and d 
reported & case of spontaneous abortion in which the IUD had 
entangled itself in the umbilical cord znd was thought to 

be the cause of fetal death. 
PE In reality, the thought that a mechanical object 

in the uterus may be a cause of spontaneous abortion is 

nothing new in medicine. The presence of a naturally occurring 
mechanical obstacle, such as a submucous myoma, has been 


124 
kncwn to be a cause of habitual spontaneous abortion. 
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In addition to all of this, if an IUD is inserted 
into an already pregnant utcrus, it has been shown to cause 
an extremely high rate of spontaneous 5 if. 
an IUD is removed from an already pregnant uterus, thero is 
a substantial increase in thc sate of spontaneous abortion.” 

79,80,128 
Many such abortions have been reported. 
Summary And Conclusions 
An evaluation of the studies that have been 
on human beings 

conducted/to elicit the mechanism through which the IUD 
exerts its effects allows one a better understanding of its 
mechanism of action. This review represents that kind of 
exhaustive effort. 

e" It is certain that the IUD provokes a nyriad of 
unnatural effects on the femsle reproductive system. These 
effects, working in unison, undoubtedly contribute to its 
ultimate action. 

| The IUD does notintzzere significantly with the 
menstrual cycle, with ovulation, or with sperm migration. 
This appears well settled. There seems to be little question 
that active sperm, in adequate numbers, do reach the fallopian 
^ pes whore tapcilisation normally takes place. Wo evidence 
at the present time suggests that fertilization itself is 
prevented consistently. On the contrary, all available 


evidence strongly supports the concept that fertilizatioa 


occurs at normal or near normal frequency. 


H 
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Present knowiedze indicates that the mechanism 
of action of the IUD is focused in the uterus. The effects 
exertcd by the JUD on the endonetrium, On myometrial activity, 
and on the intrauterine biochemical and biological milieu 
are destructive in nature, and under these conditions, the 
preimplantation blastocyst is unable to survive. 

One connot say that the IUD always destroys the 
-dlastocyst since a number of live-born babies with IUDs 
implanted in their placentas speak against that. At the 
same time, One cannot say that fertilization always occurs, 
for certainly one could make a case for occasional prevention 
of conception. Nevertheless, given today's knowledge, it 
is evident thz the IUD exerts its hirth-noroeventative efiects 
E E the destruction, at a uterine level, of 
the preinplania.ion blastocyst. In addition, it is clear that 
the IUD, in the small number of cases in which implantation 
is allowed to occur in its presence, is a frequent initiator 
of the abortive process and, as a result, well-developed 
fetuscs are aborted. 

In light of current, accepted nedical definitions 
of contraception, abortifacient, pregnancy, conception, and 
80 the conclusion is that the primary action of the 
IUD must be classed as abortifaciont. 
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Table 2.--The Risk of Spontaneous Abortion in Pregnant Wonen 


Investigator ' Year 


, T 


W and Fraser 1964 

12 ' 

Erhardt 1963 
123 

Tietze 1953 


d ^tm — 


! percentage of 

| spontaneous abortions 
15 
18 
14 
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Pennsylwanians For Hunan Life 
Box 1622 Allentown 
Penna. 


This testimony is to be filed regarding Population Bill submitted 
to Serate 4/24/73 


Hearings were held on 5/8,5/9,5/10. 


This 5411 would consolidate provisions of Title X Public Health 
Service and P.L. 91-572 Fanlly Planning Services and Population 
Besea^ch Act of 1970. It also would establish a new office to co- 
ordinite these policies. There are also sone miscellaneous pro- 
visions that must be noted, , 


encloszd besides a short statement are severa] items to be consid- 
ered as part of the testinony filed by PHL à 
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we are concerned with the government of the United Slates maxing 
as their public policy laws concerning birth control and abortion. 
Private decisions on the matter of fertylity Bee are one 
thing but government authorization is another. 
I would hope the members of the committee would take into consid 
eration the statistics and alternatives filed by other oro- 
life groups that show how the situation truly is and what the 
true solutions are. Their would be no advantage in ny going ofer 
these at this time. Some are in the enclosed itens. 
The points I wish to make ares 

1. If population education 1s to be intergrated into 
B.P.A. programs all the different viewpoints must be expressed. 
Our children must be given all the facts in the case. This has 
net been the case in past situations. If we truly are a democrat 
ic society ane faction nust not force their ideas on others under 


the pretext of government support. 
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2. 

2. 4s part of any rovernment sponsored program the alternatives 
to abortion must be ziven equal time and money . This nas not 
been tr^ case in nast yesers. ihetr is 9 rent deal of prenatal 
res3erch that has suffered because of nbortifacient research get- 
ting more than was necessarily called for. Their is a whole 
ran ze of birth controls techniques that could be perfected. 
Suc’ azencies as Child Life Conters could be set up. 3oth 
810 26 of the coin must be inspected and utilised. 

in your corsicerest’on of this vital issue I would hope the 
merbers of fle commission would ^e truly sensitive to what 
thelr constituents vant- freedom to make their decisions with- 


out government control. 
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PENNSYLV NI«NS POR HUM.N LIFT 
P.O. Box 1622 
Allentown, Pennsylvania 


Dear 

Pennsylvsniins for Human Life is un organization 
of concerned citizens of our state. Ite corporute 
purpose ia to promote respect for humn life in all 
its st ges. It seoks to achieve this through edu 
tional means, 

PHL 1s = nonsecotarian group. Its nost iomodi.*e 
conocrn is to promote «a prolife .tmosphore within a 
sooicty th.t has been thre:.tened by .ntíilife udortion 
Liber::liz:tion. 

We are sending you 4Ptioles .nd inform.tion 
thet we hope you will find of interest. 

If we oan be of ny other help ple ge let us 


know. 


Sinoerely, 
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Are people pollution? Is there “standing room only" on the earth? e. 
Should we "make love, not babies"? Is Zero Population Growth an YS 
urgent necessity? Will our grendchildren starve to deeth unless 

every couple "stops at 2"! 


The population “crisis” has reached panic proportions in thía country, 
(ind in the penic, fev voices seem to be asking: Is it really so? How 
serious is our population problem? Are extreme and immediate measures 
necessary to curb births and protect our national welfare? Present 
outcries are for a more direct and influential--perhaps even coercive 
effort on the part of government to reduce birthrates, 


The recent summary report of the Nations] Academy of Sciences, Rapid 
Population Grovth, states, hovever, that "It is possible to teke a 
different view, besed on what ve know about the history of human popu- 
lations, and on the behavior of many people at the present tine 
view that sociel inventions vill lead to deliberste limitstion of 
fertility by individual couples." 


Let us consider, objectively, the question of populetion, the relsted 
issues of eavironment, natural resources and food supply, and the 
groving specter of enforced "life control." 


PEOPLE ON IHE LAND 


According to the 1970 Census, there are now approximately 205-nillion 
people living in these United States. Our total population is spread 
on a land ares of 3,615,123 square miles, which works out to a density 
of 57 persons per square mile. For meny of us, this figure meane very 
littla, end it helps us gain perspective if we compare it to other 
nacions: 


WORLR-WLDE POPULATLON DENSITY 
&QUNTIRY PERSONS PER SQUARE MILE GOMPARED TO Uaia 

United States 57 -- 

Mexico 60 Slightly higher 
Nigeria 174 3 tines higher 
Red China 197 3251/2 times higher 
Switserland - 382 7 tines higher 
Indis | 415 8 tines higher 
Fngland 588 10 tines higher 
Japan 708 13 times higher 
Nationalist China 810 14 tines higher 
Holland 982 18 tines higher 


Certain largs countriss have a lower population density than ours 
.(Russia--29 persons per square mile; Canada--5 p.86. u. 1 Austtealia-- 

2 p.8.8.) but thess nations have vast areas of vacant or uninbabitable 
lend, and/or ere less technologically advanced than the United States. 
Density, sS such, *is not an indication of overpopulation. Actually, 
our nstion is proportionately populated: six per cent of the world’s 
people occupying six per cent of the world's total land aree. 
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Population expert Donald J. Bogue of the University of Chicago suggests 
that our total population can be “twice what ít is now without much 
difficulty", and it would help considerably if "the cities of this 
country can be greatly decentralized." 


Here, then, is a real difficulty: our population is very unevenly 
distributed. The fact is, 80Z of our total population of 205-million 
people live on only 10% of the land! Nearly 70% are jammed onto 22 
of the land. On the other hand, only 5% of the people live on that 
49% classified as "farmland", much of which is not in production be- 
cause of mammoth food surpluses. 


Perv LAT 


ION ‘Disrainurion 


Our heaviest population centers are concentrated in six states, each 
of which has over 10-million people. These states--New York, Cali- 
fornia, Illinois, Pennsylvania, Ohio and Texas--total 85-ai11ion 
people. This means that well over one-third of our entire population 
lives in six of our 50 states! 


At the other extreme, 13 states have less than one-million people each, 
and four of these states lost population in the 1970 census. Half of 
all the counties in our nation also lost people in che last 10 years. 


Rather than a population problem, we have a distribution probiem, 
Rather than a population explosion, we have an urban imploatans huge 
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concentrations of people in small areas. If you live in an urban area, 
bumping shoulders and fenders with a million other human beings, it 

isn't surprising if the population crisis seens very real to you, Tre- 
mendous stress is placed on housing facilities, schools, highways, public 
transportation, electricity, water supplies, and just plain air to breathe. 


WHAT TO DO ABOUT IT??2? 


Suggested means to ease these conditions have included the development 
of a network of planned cities in underpopulated areas, and financial 
incentives to industry to locate away from major industrial--commercial 
centers. 


Far wore drastic measures are heralded, however, snd these are aimed at 
curbing the total growth of population rather than simply redistributing 
it. These measures include: 


--A national policy of zero population growth (balanced births and 
deaths), plus development of the means to achiewe it. 


--Removal of tax disincentives for all children beyond the first two. 


--Mandatory contraception or sterilization for those too poor to 
Support their fanilies. 


--Education in contraception for all teenagers. 


--Repeal of all laws against abortion so it can be used as a back-up 
bírth control method. . 


Easier divorce laws and fewer restrictions on deviant sexual behavior 
such as homoaexuelity. 


-~A vast educational and informational program to sell Americana on 
the two-child family. As one advocate suggests, the government will heve 
to "step in and tamper with religious and personal convictions and maybe 
impose penalties for every child a family has beyond two.” 


Other means include the suggestion to place a sterilizing chemical ia 
the public drinking water, and a bill in the Hawaii state legislature 
to force sterilisation on every woman giving birth to her second child. 


Presently, there are over 40 bills and resolutions on populstion control 
pending in Congress. 


Why are such extreme measures being advanced? Who pushed the panic button? 


The American public, fed a barrage of information as well as propaganda, 
suddenly has become aware of some long-standing realities and some very 
real and urgent problems. 
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Birth-rates (number of children born per 1,000 population) shot up 
from a depression lov in 1936 of 18.4 to a peak of 25.3 in 1957. If 
this trend had contínued, ve vould have had more than 400 million 
people by the year 2000. 


It is this projection to which Americans are reacting todsy. What 

they haven't yet realized is that a decline since 1957 brought birth- 
rates to their lowest point in American history--17.6 in 1968. The 
birthrate rose slightly in 1969 (17.8) and 1970 (18.3), but in the first 
eight months of 1971, dropped sharply again. 


Government figures show there vere 2,356,000 births from January 
through August, 1971, a drop of 3 per cent from the previous year. 
This wae especially significant because the number of women of child- 
bearing age increased about 3 per cent in the same period. A high 
birthrate had been expected because the "baby boom" children are now 
beginning to reproduce themselves, 


Other recent developments: 


--AÀ report of the National Fertility Study indicates there is a 
rapid and sharp drop in the number of children women intend to have. 
Women in their late 20s now expect to bear an average o . 33 children-- 
compared to the 1965 figure of 3.03.  Demographers say this change alone 
could result in much slower population growth. 


A Gallup poll shows that in 1967, 402 of 
Americans favored four children or more; today 
only 23% do. Family planning, working wives, 
divorce, later marriage, economic pressures, 
women's liberation, etc. all have affected 
attitudes toward large families, Many experts 
see this as the most significant factor in 
future population trends. 


Nun ben oF Deeg, 


Ke Fert ity Rave) 
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--À striking increase in the number of 
young women who rasain single vas reported 
by the Census Bureau in November, 1971. Now 
almost half of women aged 21 are single, com- 
pared with one-third in 1960. Furthermore, 
452 of women under 35 are single. The Cen- 
sus Bureau says these findings indicate that 
many young people are postponing narriage 
until older. But also this may demonstrate 
“a newly-developing tendency for more of the 
young persons of today to remain single for 
their entire lives." 


286... e ege ee e „% Gre ep Gre 


The Washington Center for Population 
Studies reported there are 15 1/22 fewer 

0 

children under 5 years oa today than 10°" "=> A 
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Census Projects a population as much as 100-aillion people less ia the year 
ü 2000 than forecast three years ego. Expectations now: between 266 
reau and 28l-million by the turn of the century. 


LA CENSUS BUREAU 
fee Presrences 
1490-2020 


vation 
Milbona - 
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NHAT ABOUT QTHCR PROBLEMS? 


Experts point out that the serious pollution-resources problem ie oaly 
indirectly related to population, Rather, it has to de with life-etyle. 
We have only six per cent of the world's people, yet sonsume 402 

of the world's goods! Rapid and disorderly technological growth and 
irresponsible industrial practices are the chief causes of the ecological 
crisis. The automobile alone causes 601 of our air pollution, 


The N.A.S. notes that: "There is little doubt that, at least in the 
developed countries, sheer numbers are not nearly as important ia 

causing pollution as are the high levels of consumption and the by-products 
of a highly-developed and diversified technology." 


Harvard scholar Arthur Dyck has stated: "Our life style must change. If 
ve stayed at 200-aillion, would air Pollution decrease? Would other pre- 
bleus ease off? 10. We have to changs our values, our behavior." 
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Agricultural economist Colin Clark maintains that the U.S. population 
could continue to increase at its present rate until the year 2000 and 
there etill would be large surpluses. 


From the N.A.S. Report: "Prom a worldwide view, divergent resources 
utilizetion and population trends suggest that, to the end of the cen- 
tury, and probably beyond, there is sufficient promise in technology to 
assure the availability of resources, especially when technology is 
assisted by management to minimize vastefulness and maximize efficiency." 


The mountíng crime rate also has been blamed on population grovth and 
overcrowding. Recently, Paul Ehrlich (of "The Population Bomb") and 
Jonathan L. Freednan of Columbia University, reported on a study they 
had made: 


"Perhaps the most remarkable finding is that crowding seems to have 
little effect on juvenile deliquency or mental illness...There is little 
evidence that high population density per se produces dramatic effects 
(positive or negative). Those who predict great loss of efficiency or 
total breakdown of productive activity are almost certainly wrong.” 


Conrad Tauber, associate Director of the Census Bureau, has descríbed 
the many types of positive programs vhich must be iuplemented to solve 
our social problems. He notes, as many other experts do, that a lowered 
rate of population growth may facilitate the tackling of these tasks--- 
but this would be only one element which needs to be considered. 


Perhaps TIME Magazine sums ít up best in its essay, "Populstion Explosion: 
Ie Man Really Doomed?" (Sept. 13, 1971): 


"...the essence of the population problea-- 
so far, at least---is not that mankind has 
propagated too many children but that it 

has failed to organize a world in which they 
can grow in peace and prosperity. Rich 
nations and poor alike have grossly misused 
the vorld's resources, both material and 
intellectual; neglected them, wasted then, 
and fought each other over how to share 
them. Thus, the basic question is not how 
many people can share the earth, but whether 
they can devise the means of sharing it at 
ali.” 


88-030 O - 73 - 46 
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HUMAN LIFE IN THE UNBORN CHILD 


Facts: By Fetologists as contained in a statement of Dr. Bart Hefferman, Chief of the 
Department of Medicine at St. Francis Hospital in Evanston, Illinois. 


A. THE UNBORN PERSON IS ALSO A PATIENT 
Prom the moment of conception the child is a complex dynamic rapidly growing organism. By 
the end of the first month the child completes the period of relatively greatest sise in- 

crease and the greatest physical change of a lifetime, The month old child is 10,000 times 
larger than the fertilized egg and will increase its weight by six billion times by birth. 


By the end of the 7th week we see a well-proportioned small scale baby. In its 7th week 
it bears the familiar external features and all the internal organs of the adult, even 
though it is less than qn inch long and weighs only 1/30th of an cunce. The body has be- 
come nicely rounded, padded with muscles, and covered by a thin skip. The arms are only 
as printed exclamation marks, having hands with fingers and thumbs. The slower-agrowing 
legs have recognizable knees, ankles and toes. 


The new body not only exists it also functions, The brain in configuration is already 
like the adult brain and aends out impulses that coordinate the function of the other 
organs. The brain waves have been noted at 43 days. The heart beats sturdily. The 
Stomach produces digestive juices. The liver manufactures blood cells and the kidneys be- 
gin to function by extraction of uric acid from the child's blood. The muscles of the ar 
and body can already be set in motion. 


FROM THIS POINT UNTIL ADULTHOOD, WHEN FULL GROWTH IS ACHIEVED, SOMEWHERE AT 25 AND 27 Y. 
THE CHANGES IN THE BODY WILL BE MAINLY IN DIMENSION AND IN GRADUAL REFINEMENT OP THE WORKING 
PARTS. 


The development of the child, while very rapid, is also very specific. The genetic pattern 
set down in the first day of life instructs the development of a specific anatomy. The ears 
are formed by 7 weeks and are specific and may resemble a family pattern. The lines in the 
hands start to be engraved by 8 weeks and remain a distinctive feature of the individual. 


The prerequisites for motion are muscles and nerves. In the 6th to 7th weeks nerves and 
muscles work together for the first time. If the area of the lipe, the first to become 
sensitive to touch, is gently stroked the child responds by bending the upper body to one 
side, making a quick backward motion with his arme. This is called TOTAL PATTERN RESPONSE 
because it involves most of the body rather than a local part. By the beginning of the gor 
week the baby moves spontaneously without being touched. By DA weeks the eyelids and palms 
become sensitive to touch, If the eyelid is stroked the child squints. On stroking the 
palm, the fingers close into a small fist. 


In the 9th and 10th week the child's activity leaps ahead. Now if the forehead is touched 
he may turn his head away and pucker up his brow and frown. He now has full use of his 
arms and can bend the elbow and wrist independently. 


In the 3rd month the child becomes very active. By the end of the month he can kick his 
legs, turn his feet, curl and fan his toes, make a fist, move his thumbs, bend his wrists, 
turn his head, squint, frown, open his mouth, and press his lips tightly together. lle can 
swallow and drink the amniotic fluid that surrounds him. Thumb-sucking is first noted at 
this age. The first respiratory motions move fluid in and out of his lungs with inhaling 
and exhaling respiratory movements. By the end of the l2th week the quality of muscular 
response is altered. It is no longer marionettelike or mechanical - the movements are now 
graceful as they are in the newborn, The child is active ind the reflexes are becoming 
more vigorous. All this is before the mother feels any movement. 
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CONTINUATION (HUMAN LIFE IN THE UNBORN CHILD) II 


The phenomenon of "quickening" reflects maternal sensitivity and NOT fetal competence. 

Dr. vavenport Hooker (Fetologist) states that fetal activity occurs at a very age normally 
in utero and some women may feel it as early as 15 weeks. Others feel very little as late 
as 20 weeks and some are always anxious because they DO NOT perceive movement. 


Dr. Liley states: 'Historically, quickening was supposed to delineate the time when the 
fetus became an independent human being possessed of a soul. However, we know that while 
he may have been too small to make his motions felt, the unborn baby is active and inde- 
pendent long before his mother feels him. Quickening is a maternal sensitivity and de- 
pends on the size and strength of the unborn child.' 


Every child shows a distinct individuality in his behavior by the end of the 3rd month. 
This is because the actual structure of the muscles varies from baby to baby. The align- 
ment of the muscles of the face, for example, follow an inherited pattern. The facial ex- 
pressions of the baby in hia 3rd month are already similar to tne facial expressions of 
his parents. 


Dr. Arnold Gessell states that: y the end of the first trimester (12th week) the fetus 
is a sentient-moving being. We need not pause to speculate as to the nature of his psychic 
attributes but we may assert that the organisation of his peychosomatic self is now well 
under way.' 


In the 5rd month the vocal cords are completed. In the absence of air they cannot produce 
sound; the child cannot cry aloud until birth, although HE IS CAPABLE OF CRYING LONG BEFORE. 


Dr. Liley relates the experience of a doctor who injected an air bubble into an eich t-month 
unborn baby's sac in an attempt to locate the placenta on X-ray. It so happened that the 
air bubble covered the unborn baby's face. The moment the unborn child had air to inhale 
his vocal cords became operative and hís crying became audible to all present including the 
physician and technical help. The mother telephoned the doctor later to report that when- 
ever she lay down to sleep the air bubble got over the unborn baby's face and he would cry 
so loud, keeping her and her husband awake} 


From the 12th week to the 16th week the child grows very rapidly. His weight increases 

six times and he grows eight to ten inches in height. For this incredible growth spurt 

tne child needs oxygen and food. This he receives from his mother through placental attach- 
ment - MUCH LIKI: HE RECEIVES FOOD FROM HER AFTER HE IS BCHN. HIS DEPrNDENCE DOES NOT END 
WITH EXPULSION INTO THE L:XTERNAL ENVIRONMENT, We now know that the placenta belongs to the 
baby, not the mother as was long thought. 


In the 5th month the baby gains two inches in height and ten ounces in weight. Ry the end 
of the month he will be about one foot tall and weigh one pound. The child's mother comes 
to recognize the movement and can feel the baby's head, arms, and legs. The baby sleepe 
and wakes just as it will after birth. When he sleeps he invariably settles into his 
favorite position called his "lie". Each baby has a characteristic lie. When he awakens 
he moves about freely in the bouyant fluid, turning from side to side, and frequently head 
over heels. Sometimes his head will be down and sometimes it will be up. He may sometimes 
oe aroused from sleep by external vibrations. He may wake up from a loud tap on the tub 
when his mother is taking a bath. A loud concert or the vibrations of a washing machine may 
also stir him into activity. The child hears and recognizes his mother's voice before birth. 
Movements of the mother,whether locomotive, cardiac or respiratory, are communicated to the 
child. 


In the 6th month the baby will grow about two more inches to become fourteen inches tall. 
He will begin to accumulate a little fat under his skin and will increase his weight to 

& pound and three quarters. Now his closed eyelids will open and close and his eyes look 
up, down, and sideways. Dr. Liley of New Zealand feeis that the child may perceive light 
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CONTINUATION (HUMAN LIFE IN THE UNBORN CHILD) lil 


through the abdominal wall. Dr. Still has noted that electroencephalographic waves have 
been obtained in 43 to 45-day-old fetuses AND SO CONSCIOUS EXPERIENCE IS POSSIBLE APTER 
DATE. N 


THIS 


In the 6th month the child develope a strong muscular grip with his hands. He also starts 
to breathe regularly and can maintain respiratory response for 24 hours if born prematurely. 
Dr. Andre Hellegers of Georgetown University, states that 10% of children born between 22 
and 24 weeks gestation will survive. 


Dr. Arnold Gessell has said: ‘Our own repeated observation of a large group of fetal infants 
(an individual born and living at any time prior to 40 weeks gestation) left us with no 
doubt that peychologically they were individuals. Just as no two looked alike, so no two 
behaved alike. One was impassive when another was alert. Even among the youngest there 
were discernable differences in vividness, reactivity, and responsiveness. These were 
genuine individual differences, already prophetic of the diversity which distinguishes the 
human family. 


B. THE DOCTOR TREATS THE UNBORN PERSON JUST AS HE DOES ANY PATIENT 


When one views the present state of medical science, we find that the ARTIFICIAL DISTINCTION 
BETWEEN BOHN AND UNBORN HAS VANISHED. Dr. Liley states: In assessing fetal health the 
doctor now watches changes in the maternal function very carefully for he has learned that 
it is actually the mother who is a passive carrier while the fetus is very largely in charge 
of the pregnancy. ' 


CONCLUSION 


Those who would remove the protection of law from the lives of the unborn, must prove beyond 
any doubt that it is not human life they are attacking. So far they have not done so; and, 
in fact, the foregoing testimony from physicians, long preoccupied with the study of embryonic 
life, provides overwhelming evidence THAT HUMAN LIFE EXISTS FROM THE VERY EARLIEST STAGES OF 
GESTATION. 


For further information on human life in the unborn child, etc., please write: 
PHL (Birthright), P.O. Box 1622, Allentown, Pa., or call 432-2222. Abortion Alternatives - 
Birthright 432-2222. 


$ 
PREGNANT ... 


and Distressed? 


BIRTHRIGHT 


can help you! 


WHAT D 
BIRTHRIGHT? 


BIRTHRIGHT is an organization with only 
one purpose: to help women and girls who 
are pregnant . . and have problema. This 
might mean a woman with several children 
and no one to care for them while she is in 
the hospital. Or it might mean an unmar- 
ried teen-ager afraid to tell her parents. Or 
it could be a woman separated from her 
husband and without financial 
support. Or perhaps it is simply 
a pregnant girl alone, without 
friends, and frightened for her 
future. ANY girl or woman with 
ANY problem stemming from 
pregnancy or complicated by it 
should seek help from BIRTH. 
RIGHT. 


WHO IS 

BIRTHRIGHT? 

BIRTHRIGHT is made up mostly of wo- 
man volunteers — housewives, nurses, 


teachers, sisters, social workers. They are 
your first, sometimes your only contact. 
They are trained workers who will, if nec- 
essary, refer you to agencies or profession- 
ele if you need more help than they can 
give you. 
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WHAT WILL BIRTHRIGHT 
DO FOR ME? 


Its counsellors will listen. with concern and 
a sincere desire to understand and help. 
They will suggest possible solutions and 
alternatives to your problem. They will 
seek out social or community services if 
you need such assistance. If desired, they 
will keep in touch with you throughout 
your pregnancy. offering whatever help 
seems advisable. This might in- 
clude rounding up used baby 
furniture or maternity clothes, 
finding you a temporary place te 
live, arranging for continued 
schooling, perhaps helping you 
to think through decisions about 
your future and that of your 
child. 


WOULD THEY REFER ME 
TO AN ABORTIONIST? 


No. The people at BIRTHRIGHT look 
upon life ae sacred and precious — both 
your life and the life of your unborn baby. 
They recognise that no woman WANTS to 
have an abortion, but she might resort te it 
if there seems to be no other answer. 
BIRTHRIGHT knows that abortien not 
only ends the child's life, but also damages 
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the woman psychologically, and perhaps 
physically. When a woman destroys her 
child, she also destroys a very real part of 
her own sexual nature: her deep instinct 
to. protect and nurture her young. 


IS THERE A CHARGE 
FOR BIRTHRIGHT? 


BIRTHRIGHT charges no fee at all. If 
professional services (legal, medical, etc.) 
are needed, there might be some cost, based 
on your ability to pay. BIRTHRIGHT ser- 
vices are free because all workers donate 
their time. 


HOW CAN I 
REACH BIRTHRIGHT? 


There are BIRTHRIGHT centers all over 
the United States. International Headquar- 
ters is in Toronto, Canada. Your local (or 


closest) BIRTHRIGHT office is: 


147 322K 


YOU HAVE FRIENDS WHO CARE 
AT... 


IRTHRIGHT 
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du 
One current knewn statistie is that at prosent the-nunber 
ef children fereseeable fer each nether is abeut 2,8 live 
births, er abeut 1/3 mere than is needed fer replicatien ef 
a stable population, This figure dees net centain in itself 
' the validity it ence held. Fermerly, prier te the Pill and the 
I.U.D. ( and abertien), the statistic sverace number ef children 
moved up er dem at an exceedingly slew rate; thus it eeuld be | 
used with seme reliability in prejeetiens. 
Today it is apparent that this figure alters quiekly but 
: enly en the dewnside. Therefere a secend nethed ef computing 
prejectiens is required, The renek demegrapher Henry saw this 
need in 1953; it is a highly sophisticated methed but ene that 
is clese te real life teday. 
Instead ef pestulating that each ceuple will average eut 
te & given number ef children in a marriage, Henry suggests that 
each couple decides after each birth whether er net te have any 
mere children. Teday an increasing number ef eeuples are deing 
Just that, and they are deing it with an increasing degree ef 
efficiency. There are fewer and fewer H surprise " pregnancies 
enee a couple has decided " that's it". This element ef defin- 
dtiveness was lacking heretefere; it is a fact ef demegraphic 
` life teday. | 
The Census Bureau has amplified their new Series B te fern 
what it terms Series X; this is a prejectien which postulates 
& repreductien ef 2.11 children per female ang a cessation ef 
immigratienal inerement, This projection contains a great deal 
ef material fer speeulatien and indeed material fer sene very 
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hard thinking. Briefly, if pe variables change, the pepulatién 

will level eff at 276 millieà in the year 2037. The median age 

will be 37.3 years; it is new 27,7 years. Only 20 ef persons 

will be under age 153 the figure is 29% new, About 16% ef all 
' persens will be ever age 65, up fren 10% new. 

The hard thinking will be demanded by the elevated rate . 
ef deaths, Barring tremendous breakthroughs ef & medical nat- 
ure, it ean be anticipated that the death rate will rise fren 
its- present. figure-ef-9.5--.10% up inte a range ef 1h = 15 
deaths per theusand pepulatien. Last year eur birth rate was 
in a centinuing dewntrend' and reached 16.8 fer whites; fer 
nen-whites beth birth and death rates are higher. 

While the next decade may demonstrate a rise in birth 
rate per 1000 wemen, legie assumes that after this decade the 
rate will again resume its steady roep and may within this 
century, perhaps befere 1990, drep belew the rising death rate. 
In 1967 at least ih western countries had birth rates lewer 

." than eur own; it is thus highly pessible, perhaps probable, that 
we may seen be burying mere than ve baptise, 
In such an eventuality, hew weuld the natien ge abeut 
“festering an increase in births Sheuld such a festering be 
.." indicates by national interest? Similiar attempts by Italy and 
k Gernany during the thirties met with ne success, Premier “ate 
ef Japan is new begging his peeple te step being aberted. The 
Greek autherities are new making the same request ef their 
' peoples Pravda reperts that Russia is asking the Burepean oat- 
ellites te step aberting themselves inte declines, Rumania in 
| desperation reversed its abertion policy in 1966, dei? this — 
measure Soons te be effective in celine reversal. 
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Other parameters which may have an tninterpretable ef feet 
en future population prejeetions inelude: is hemesexuality en 
the increase and will the inerease effect repreduetion rates- 
is childless eemmunal living( pairs er groups) increasing- 
hew will increase@ eellege attenéanes delay male marriages? 


~ 


Other decumentable changes are eentinuing ameng the elder 
eehertss in 1950 enly 53% ef weman completed their ehilé- 
bearing between 25 and 29 years ef age- in 1969 this figure 
rese te 66%, The 30-34 year eehert went similarly fren 75% 
in 1950 te 87% in 1969. It is net unlikely that within a few 
years the child bern te a mother ever 37 years ef age will be 
a ferity; at present 96% ef the 35-39 year eehert has ne aid- 
itienal children, , 

As ef March, 1969, there were in the United States 90.9 
millien families ef which: 22,2 millien have ehildren under the 
age ef 18. The average number ef ehildren per childed fanily 


. is new 2.37. A replication rate ef unity is achieved when 


alt ever-married wemeh average 2.22 ehiléreh. At the present 
time there 1 het eperative a single parameter that will tend 
te widen the gap between 2,37 and 2. 22. 

" Daring the next decade we enter upeh what might well be 
|: last decade in eur histery when we have a chanee te replicate 
the immediately preceding generatien ef methers, The baby been 
after Werld War II reached its peak in 1957-1959; eur median 
age ef first ehild-bearing indieates that the late years ef the 
eeming decade will see greatly increased numbers ef 20-29 year 
eld females entering the reproductive seene., The only way in 
whieh this eehert ean exceed the 4.3 millieh live births ef 
the 1957-59 peak would be by a simaltaneeus Feversal ef hew 
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plummeting cohert-fertility rates, a ceossatien in the rising 
attendance at college, a delay in age ef final qhild-bearing, 

a lowering ef median age fer marriago and first fepreduction, 

a éranatic inerease in multiple births er a prefeund érep ef 
mertality rates prier te age 15 and 27. Since nene ef these 
ean be anticipated in the light ef current trends ( as a matte? 
ef fact, net even stabilization éf the trends new seens real- 
istically anticipatable) git is diffieult te justify a pessim- 
istie fear ef a pepulatien explesien in the United States. 

The cited C.P.R. mentiens twe facts which need censtant 
repeating. The first is preveked by the faet that the Census 
Bureau, with the mest sephistieated prediction machinery avail- 
able, ceulé net accurately predict in 1966 what the pepulatien 
weuld be three shert years later. In almest every variable that 
was capable ef serieus variatien the Census Bureau erred in the 
direction ef evercstination ef population and ef these factors 
which inerease repreductive rates. Te explain this, the Boream 
metes: " the predietien ef future pepulatien is an extremely 
imprecise and haszardeus undertaking". 
| The secend nete is mere sember. On page 7 ef the August 
C.P.R. is the fellewingr"On the lew side seme denegraphers de- 
lieve that cempleted fertility eeuld well drep belew the replace- 
ment values ef 2,1! assumed fer Series E in view ef the eurrent 
cencern with pepulatien grewth and its effect en envirenment, 
aleng with pessible changes in the laws en &bertien," 

Our population grows in twe ways. Iatrinsieally it grews 
when generatienal eeherts eut-repreduee numerically the immed- 
iately preeeding generatienal eeherts. Extrinsically it grows 
by net immigretienel gain, new running at abeat 400,000 yearly. 
If immigration is stepped teday, there will automatically be 


726 


16 millien fewer persens in the United States in the yeaf 
2000 than will be under eur present arrangements, It is 
thus possible that we will seen cheese te face facts in 
this matters: what de we de, abort eur own ehiléren er 
slew dem the immigratienal inflew fate? In the national 
abertien debate there has as yet been ne serious attentien . . 
paid te this alternative; almest te a point ef silence ve | | 
have agreed te abert eur owh en the vasis ef centrelling 
tho American headeeunt and pellutien potential engendered 
by that headcount. | | 

Whatever the reasens given in legislative debate ever the 
liveralizatien ef abertien, ene thing seems te be emerging 
fren the argumental fegt the evidence that abertien is need- 
ed te centrel an American pepulatien explesien dees net take 
erigin in any efficial decuments ef the Census Bureau as new 
published, 

Centrel ef pepulatien in the United States is ef eourse 


^ a thing apart fren eentrel ef werld pepulatien, Of ne little 


geopolitical impertance te the United States gevernnent is 
the new fully pessible eventuality that eur population may 
within a few decades ge inte numerical decline while the rest 


ef the west dees likewise; what happens when the third werld 


eentinues te grew numerically, develepes & technelecy, enters 
‘world trade and realizes its pelitieal potential? One hepes ^ 
that we are better able te read the future politically thaà 
eur Census Bureau is able te read eur future numerically, 
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Local Outlook on Growth of Family Planning Services 


By 
Russell H. Richardson 


1/ 


Last November the National Family Planning Forum surveyed major providers 
of family planning services to assess the extent of program growth which they 
anticipate in this and the next fiscal year, and the extent to which thís expan- 
8ion might be financed through Medicaid (Title XIX) and the social services 
(Title IV-A) programs. 

By the end of FY 1972, the national family planning services program had 
reached nearly half of its original service goal. It can be asked, therefore, 
whether the rapid growth of recent years -- 24 percent in FY 1969, 32 percent in 
FY 1970 and 36 percent in FY 1971 — is likely to continue unabated or whether 
demand will slacken and program expansion will slow down or taper off in the near 
future. | 
` The rapid expansion of organized family planning programs has been aided, and 
paralleled, since 1967 by rapidly rísing commitments of federal project grant 
funds from the Department of Health, Education and Welfare (DHEW) and from the 
Office of Economic Opportunity (OEO). These funds totalled $25.8 million in FY 
1969, $44.8 million in FY 1970, $56.8 million in FY 1971 and $122.9 míllion in 
FY 1972. There were indications, however, when the Legislative Committee of the 
Forum undertook its survey, that the Administration intended to shift avay from 
íts previous support of project grants as the major funding mechanism for family 
planning programs and towards reliance on Medicaid and Title IV-A as the preferred 
mode of financing for future expansion. In fact, the revised budget for FY 1973 
and the FY 1974 budget, which were sent to Congress by the President at the end 


of January, would freeze the level of project grant support for family planning 


Mr. Richardson is Director of the Governor's Special Council on Family 
Planning, Atlanta, Georgia, and President of the National Family Plann- 
ing Forum. 
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Services at the amount appropriated in FY 1972. However, the budget projected 
very considerable expansion of overall support for the program, to be secured 
entirely through Title IV-A and XIX. 
` Congress, in the 1972 Social Security Amendments, provided strong mandates and 
incentives for the states to utilize both the socíal services and Medicaid programs 
to expand the availability of family planning services. 

The Forum survey documents the current level and pattern of utilization of 
these programs, and, inferentially, sheds some light on what can be realistically 
expected in the future. The survey encompassed all family planning providers who 
were recipients of DHEW and/or OEO grants, and all Planned Parenthood affiliates, 
whether or not they were currently federal grantees. Providers with project grants 
were asked to give information on the number of patients they served in FY 1972 
and the number they expected to serve in FY 1973, and to estimate future program 
growth in FY 1974 on two bases: likely expansion within their current geographical 
limits and likely expansion into new areas. They were asked to provide these 
estimates on the assumption that adequate funds would be available. All programs 
surveyed were also asked to indicate whether reimbursement was received for services 
to Medicaid patients and to provide or estimate the number of patients for whom 
Medicaid reimbursement was received during the year. They were further asked to 
indicate whether negotiations were in progress to obtain Medicaid reimbursements. 
Information was also sought as to whether the respondents had Title IV-A programs 
currently in operation, whether an agreement or contract for the provision of 
services had been entered into but was not yet operative or whether negotiations were 
currently in progress. 

Four hundred and sixty-one, or approximately half of the agencies surveyed, 


responded. The respondents included 97 state and local health departments, 163 


community action agencies, 133 Planned Parenthood units, 28 hospitals and 40 other 
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programs. Three hundred and eighty-nine respondents which had federal project grants 
reported serving 1.6 million patients in FY 1972, or 60 percent of the estimated 
total of 2.6 million patients served in all organized programs in that year. Pro- 
grams of all sizes were well represented. Among DHEW and OEO family planning pro- 
ject grantees, for example, the response rate for programs with grants of $500,000 
Ox more was 78 percent, between $300,000-499,000, 54 percent and less than $300,000, 
50 percent. 
Substantial Expansion Foreseen 

Data on current and projected service levels in federally financed family 
planning programs are presented in Table 1. It is immediately evident that substan- 
tial expansion is foreseen if funding levels are adequate. Within their current 
operating areas, these programs estimated that they will serve 2.35 million patients 
in FY 1973, an increase of 48 percent over the previous year and 3.35 million 
patients ia FY 1974, a 42 percent increase. An additional 500,000 patients would be 
served in FY 1974 in new communities not currently served by the responding programs. 
Since nationwide increase rates of 24 percent, 32 percent and 36 percent were 
experienced in fiscal years 1969, 1970 and 1971 by all organized programs (includ- 
ing a large number of programs not receiving federal funds, or at least not directly 
and specifically for family planning), the growth rates projected by federally 
funded programs on the assumption of adequate support appear not unrealistic. 

In general, the rate of projected expansion is inversely proportional to the 
size of the prograa. For example, programs with 500 to 999 patients in FY 1972 
projected an average increase of 60 percent for FY 1973, programs vith 1000 to 1999 
patients projected a 51 percent increase and programs with 2000 or more patients 
projected increases to 36 to 38 percent. The FY 1973 increase for programs with 


less than 500 patients in FY 1972 is greatly inflated because of the effect of new 
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program starts. In FY 1974 the relationship between size and rate of growth is 
slightly less apparent. The effect of new starts in small programs is minimized, 
however, and the growth rate of small programs follows the overall pattern. Al- 
though smaller programs tend to experíence faster growt* rates, the greatest con- 
tribution to overall growth is made by the largest programs, most of which are 
located in urban areas. Programs with 5000 or more patients in FY 1972 contributed 
well over half the patients making up the overall projected increase between FY ` 


1972 and 1973 for all programs. 


Table 1. Expansion of Federally Financed Family Planning Services by Size of Projects, FY 1972-FY 1974 


Size of No. of Projects FY 1972 FY 1973 Percent FY 1974 Percent FY 1974 Percent Lice sae, 
Project in Reporting Patients Patients Inte äng, Fatients In Increase, Patients in FY 1373 to 1974 
Fy 1972 FY 72-73 Current Project 1973 New Areas Total Patients 
(No. patients) Areas to FY 1976 

Less than 500 122 23,827 200,749 743 361 802 80 74,912 118 
500-999 54 37,005 59,176 60 90,155 52 38,030 117 
1000-1999 61 85,919 130,113 51 221,159 70 78,070 130 
2000-2999 40 96,043 132.839 38 193,348 46 27,594 66 
3000-4999 39 152,684 210,291 38 268,103 27 51,875 52 
5000 * 73 1,191,037 1,619,534 36 2,215,750 3 226.091 51 
Total 389 1,586,515 2,352,702 48 3,350,317 42 496,572 64 
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Title IV-A Reimbursement 

Title IV-A and Medicaid reimbursement data are presented in Table 2. Of the 
461 respondents to this part of the survey (which included some Planned Parenthood 
affiliates who were not federal grantees), only 34 located in 16 states indicated 
that they had actually received Title IV-A funds for family planning se.vices. 
Thirteen of the funded projects were located in California. Another 38 respondents 
in 14 states indicated that although they had not yet received funds, they had 
established purchase of service contracts or reimbursement agreements with velfare 


agencies. One hundred and forty-three family planning providers in 45 states 
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indicated that they were currently negotiating with state or local welfare 
agencies regarding such reimbursement. Four states had no reported Title IV-A 
activity. Among those family planning providers which have established Title IV-A 
contracts or agreements or which received reimbursements, about one-third were 
state and local health departments and one-third were Planned Parenthood units. 
The remainder were community 8 agencies, hospitals or other agencies. 

These data suggest that although considerable preliminary effort is being 
made to secure state support of family planning services through this channel, 
little of the actual mechanism is in place. Furthermore, it scems clear that 
whether or not the current proposed regulations are in fact adopted by DHEW, 
eligibility for Title IV-A social services programs will be considerably more 
restrictive in the future and the relatively small number of existing programs 
will be cut back in scope. Should the regulations become final with their content 
essentially unchanged, the very existence of current programs might be in doubt. 
Similarly, it would appear that the combined effect of the ceiling of social 
services expenditures and the new regulations will force a restructuring and re- 
negotiation or perhaps the abandonment of pending contracts and agreements 
previously agreed to but not yet operative. The scope and feasibility of Title IV-A 


programming in the future can only be a matter of conjecture at this time. 
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Table 2. Title IV-A and Medicaid Support of Tamily Planning Programs by Type 


of Provider, FY 1972 
Number of Providers, by Irn 
Tota] — Health Community Planned Hospital Other 
Departnent Action Varenthoud 

Total Number of 
Survey Respondents 461 97 163 133 28 «0 
Percent 100 21 35 29 6 9 
Title IV-A 
Number with Funds 34 10 7 11 1 5 
Percent " 100 2 21 3 3 15 
Number with Contracts 
or Agreements, i 
no Funds 38 15 9 10 1 3 
Percent 100 R 24 26 8 
Medicaid 
Number with Funds 122 2 1$ 64 11 10 


pe ent 100 18 12 53 9 8 


— — — — e JJ ãĩðv Se Sete eee ge — ̃ — — 


98-030 O - 73 - 47 


732 


Medicaid Reimbursement 

One hundred and twenty-two of the 461 respondents reported that they 
received some Medicaid reimbursement. Reimbursements were reported in 33 states. 
Another 110 respondents reported that such arrangements were currently under ne- 
got fat ion. Slightly over half, e 64 of the family planning providers who were 
currently receiving reimbursements were Planned Parenthood affiliates, located 
primarily in seven states: New York (17), New Jersey (8), Pennsylvania (7), 
Michigan (5), Indiana (4), Ohio (4) and Illinois (3). Less than one-fifth of the 
health departments reporting indicated that they received Medicaid reimbursements. 


According to our survey data, Medicaid reimbursement rates for a medical 


family planning visit ranged from $3.00 in Nevada to $42.44 in New York. The 


median national rate for a medical family planning visit was only $12.00. However, 


based on data produced by a cost study conducted by the Westinghouse Population 
Center, the Department of Health, Education and Welfare (DHEW) has indicated 
that the average annual cost of providing services to a single patient was 
$66.00 in uei Thie all-inclusive cost rate includes the basic medical 
examination, blood tests and other necessary laboratory work as well as all 
educational and outreach activities necessary to patient enrollment and con- 
tinuation. DHEW also indicated that safe use of the oral contraceptive (the 
method chosen by over 70 percent of family planning clinic patients) requires 
two medícal visits per nil The median reimbursement rate reported in the 
survey amounts, therefore, to bnly 36 percent of the average $66.00 per patient 
cost. , 

State Medicaid agencies, usually a component of state welfare departments, 
have responsibility for establishing reimbursement rates for the various medical 


services which the state, through its Title XIX medical assistance plan, has 


indicated will be available to Medicaid-eligible persons. The survey found that 


733 


m = 


three states, Maine, New Jersey and Pennsylvania, paid the same rate to all 
family planning providers surveyed. In other states, however, respondents 
reported rates which vary among types of providers and which also vary for the 
same type of provider in different parts of the state. In New York, for 
example, the Nassau County Medical Center received $42.44 for a fanily planning 
visit. Planned Parenthood affiliates in Buffalo, New York City, Newburgh, and 
Utica reported rates of $25.60, $24.80, $24.60 and $23.68, respectively. These 
variations can perhaps be related to differences among the facilities in costs 
of providing the service. However, it does not appear likely that the $5.20 
per visit rate reported by the Orleans CAC, Inc. and Planned Parenthood 
affiliates in Suffolk and Patchogue and the $10.00 rate reported by the 
Livingston County Hcalth Department can be simílarly attributed to local cost 
variations. 

The Maine Medicaid program has a single maximum reimbursement rate of 
$65.00 which providers receive once a year for each patient, regardless of the 
number of medical visits or the type of contraceptive methods. This rate is 
very close to the national average per patient cost and was developed on the 
basis of cost data fucnished by the providers. The single payment method has 
the advantage for the patient of guaranteeing continuous service for a full 
year. For the provider, it avoids some of the delays and administrative costs 
related to securing multiple reimbursements during a year. 

In March, the Colorado Medicaid program initiated a similar program. 
Under the new Colorado program, rates, which are predicated on cost estimates, 
vary among the state's three major family planning agencies. The statewide 
Planned Parenthood affiliate will receive $48.17, the state health department, 


$55.00 and the Denver Health and Hospital agency, $56.00. 
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The Illinois Family Planning Council reported in the survey that it had 
developed a contract with the state Medicaid agency under which council agencies 
would receive prepayments ranging from $40.00 to $60.00 per patient per year 
depending on the type of agency. This contract was never implemented, but the 
Illinois program now reports that ali of its member agencies will soon receive 
payment on a per visit basis and that individual provider rates will be based 
on costs. These rates will be adjusted every six months to reflect fluctuation 
in individual program costs. 

In contrast to the rates in these statewide programs, the single, standard 
reimbursement rate in Pennsylvania was only $4.00 per patient visit. Although 
raised to $6.00 in January, neither of these rates can be considered to be cost 
related. 

Under DHEW administrative regulations, state Medicaid agencies must 
"provide that fee structures will be established vhich are designed to enlist 
participation of a sufficient number of providers of service...so that eligible 
persons can receive the medical care and services included in the plan." In 
establishing the upper limits for fee structures, the regulations contain 
criteria that differentiate between in-patient hospital services and services 
provided by private doctors and those provided by clinics. Since private 
doctors and clinics are the two main providers of family planning services, 
the criteria for these two types of providers are most relevant. Payment to 
a private physician is limited to the lowest of the following: (1) the actual 
charge for a service, (2) the median of the charge for a given service derived 
from claims for that service during a year, (3) the reasonable charge recognized 
under Medicare part B. But in no case can payment exceed the 75th percentile 
of "weighted customary charges in the same locality" under Medicare, or the 


"prevailing charge" under Medicare. 
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The criteria defining the upper limits for clinic services are less spe- 
cific. State Medicaid agencies are permitted to pay "customary charges which 
are reasonable." The regulations provide that "the prevailing charges in the 
locality for comparable services under comparable circumstances shall set the 
upper limit for payments. In reviewing prevailing charges for reasonableness, 
the state agency should consider the combined payments received by providers" 
under Medicare and private insurance companies and use “whichever of these 
criteria or other criteria are appropriate to the specific provider service." 
The fact that rates can be related to “other appropriate criteria” enables 
state agencies to base their family planning rates on the cost experiences of 
the family planning clinic programs. 

The survey data indicate, however, that only a relatively small number 
of Medicaid payments appear to be releted to program costs. There is no docu- 
mented evidence in the survey itself to indicate the reasons for the sizeable 
discrepancies between costs and payments. But occasional, individual comments 
from respondents signal some of the factors involved. Some of the agencies are 
inexperienced in dealing with the administrative and fiscal complexities of the 
Medicaid prograus and, perhaps, are unaware of the remedies available to them 
to secure more equitable payments. In other cases, the state Medicaid agency 
bases its payment3 exclusively on the costs of the medical examination. It 
does not consider the ancillary educational and supportive services needed to 
enroll and maintain the patient under a doctor's supervision. Finally, some 
Medicaid agencies appear not to recognize the specialized nature of the care 
provided in organized family planning programs or the costs of laboratory 
tests required for the safe prescription of modern contraceptive methods. 

Since January 1, 1973, the states have been required by law to offer 


family planning services to all Medicaid recipients. The Medicaid regulations 
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to implement the 1972 changes in the law, which are yet to be issued by DHEW, 
could do much to eliminate or ameliorate the obstacles to the development of 
family planning services which have been noted by providing appropriate 
guidance to the states. 

Among federally financed family planning projects, the proportion of 
Medicaid-eligible patients served for whom reimbursement was received was less 
than half. Based on respondents which had federal project grants in FY 1972, 
only 116,000 Medicaid patients, or about seven percent of all patients served 
by these programs resulted in Medicaid reimbursements. Since according to 
DHEW an —— i percent of all patients served in federally financed 
family planning projects are welfare recipients and since the survey re- 
e appear otherwise quite representative of federally funded programs 
generally, one can perhaps assume that roughly the same proportion of patients 
served by these programs are recipients of public assistance. Some states also 
provide Medicaid benefits to low-income persons not on welfare and, therefore, 
the national percentage of patients who have a valid Medicaid card should be in 
excess of 16 percent of the caseload. Nevertheless, it is apparent that less 
than half of the services provided to Medicaid eligibles by federally supported 
family planning programs actually get reimbursed through Medicaid. The survey 
does not provide information which would shed light on this phenomenon. 

In summary, our survey of a large number of federally financed and other 
organized family planning programs in the United States indicates that services 
may be expected to grow significantly, perhaps by as much as 40 or 50 percent, 
for the next several years if adequate funding remains available. At the same 
time, however, the ability of the states to finance such programs through Medicaid 
or Title IV-A would appear to be very limited. While a substantial number of 


respondents indicated that they were in some stage of negotiation for Title IV-A 
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reimbursement, only a small number had established agreements with their 
respective welfare departments or had actually received funds. Support of 
family planning through Medicaid appears to be limited as to the number and 
type of family planning providers which can qualify to receive reimbursement 
according to state laws, regulations and custom. Furthermore, Medicaid 
reimbursement rates are quite low and the number of patients for whom reim- 
bursement is reccived is very small. 

The survey indicates that the use of Medicaid and Title IV-A to support 
family planning services was still sporadic and marginal at the end of FY 1972. 
The impact of proposed administrative regulations on Title IV-A services is 
likely to result in curtailment of existing efforts and, at the very least, 
will severely limit future programming. The wide use of Medicaid to reimburse 
organized family planning programs may be conditioned by the states' willing- 
ness or ability to recognize a variety of agencies as approved Medicaid vendors 
and to compensate those agencies at a rate commensurate with their actual costs. 
At any rate, 1t dces not seem possible that the kind of rapid expansion which 
the local agencies anticipate can be financed in whole or in major part through 
these two programs in the current year or next year. The expansion which is 
projected in the federal budget for FY 1973 and FY 1974 for the Title IV-A and 


Medicaid programs does not seem realizable in view of our survey data. 


1/ The National Family Planning Forum is an organization of some 300 family plan- 
ning providers throughout the country. Its purpose is to improve services 
through fact finding and the exchange of information among providers, federal 
and state governments, universities and other concerned organizations. The 
Forum was founded at Chapel Hill, North Carolina, in March, 1972. 


2/ Data and Analyses for 1973, Revision of DHEW Five-Year Plan for Family Plan- 
ning Services, p. 85. 


3/ Interim statement of standards circulated by the National Center for Family 
Planning Services, March 31, 1972. 


WHEREAS, 


WHERIAS, 


WHEREAS, 


WHEREAS, 


` WHEREAS, 


WHEREAS, 
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P e Ze ASSOCIATION 
MI FOR REPEAL OF 
ES? ABORTION LAWS 


250 WEST S7TH STREET 
NEW YOKK, N Y 10019 


212-265-5175 


Resolution Adopted by the Executive Committee on November 27, 1972 


the National Association for Repeal of Abortion Laus supports the program auth- 
orized by the Family Planning Services and Population Research Act of 1970, ana 


we continue to support the belief that people must be guaranteed Tree of cnoice 
1n determining family size and spacing of children, so that ull children sre pro- 
vided for edequately and the well-being of all parents is maintained, and 


we further believe it ia the duty of the government to provide edequete farily 
plenning services to all those who, for economic or other reasons, could rot 
othervige obtain them and thus be unable to exercise freedom of Choice, in ec- 
cordance with individual conscience, a concept endorsed dy the United Fatícnhs ar 
a 5 human freedom to be explored during the U. N. World Population Year 
1974, and 


such family planning services are now provided through progrsne under the Fun Ty 
Planning Services and Population Renearch Act which expires June 30, 1973, and 
which et that time will have served only about half of the 6.6 million woren in 
the United States in nced of such services, and 


the provision of „eq qůunte f&mily planning services to all people througl. C “ the 
wC;ld also doperda on the development of simple-to-use, safe, and effective seth- 
Ode of birth control sc that no one can be forced to bear or bezet uavanted cenil- 
dren due to religious or sccictal constraints, j«norance. poverty, poor pryeical 
health, or other hwan conditions which now prevent many people frog successfully 
planning their families, and 


this country has the wealth and the scientific ard technological expertise to de- 
velop such desperately needed new contraccjtive methods, 


BS IT THEREFORE RESOLVED that PARAL supports the renewal and expareion of progrers urier 


the Fanily Plannirs Services end Population Research Act, and the removal cf any 
restrictions regarding abortion contained in that act, and 


BR IT FUHTHER RESOLVED that RARAL recorz2snés the establisneeni of the population ressarch 


progress of this ect in a scparate Institute for Population Sciences vitnin tre 

rational Institutes of Health, as recoomended by the Camittcee on Population end 
Waaily Plenning under President Johnson aad the Comission or lopulstior Cros en 

end the American Future a:cer Fresident isixon, so tuet sufficient administrative 
and scientific personnel and financial rczources will be concentrated cn eiis 
to develop new methods of contraception for the benefit of people ia tne :. C 

Stutes and ultimately for the benefit of all mankind. 
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RESOLUTION ADOPTED BY B‘NAI B'RITH WOMEN REGARDING FAMILY PLANNING SERVICES 


MARCH 4, 1973 


In our continuing belief that freedom of choice must be guaranteed to people 

in this country with regard to determination of family size and spacing of 
children, both for the well-being of parents and of children, b'nai B'rith Women 
expresses its support of the programs authorized by the Family Planning Services 


and Population Research Act of 1970. 


We believe that it is the duty of government to provide adequate family planning 
services to all those who, for economic or other reasons could not othervise 
obtain these services and would, therefore, be unable to exercise their freedom 
of choice. We further agree that provision of adequate family planning services 
also depends on the development of safe, effective methods of birth control, so 
that no one can be forced to bear or beget unwanted children due to ignorance, 


socisl pressures, poverty, poor health or other conditions. 


Family planning services ara now provided through programs under the Family 
Planning Services and Population Research Act, which expires June 30, 1973; and 
will then have served only about half the 6.6 million women in the U.S. in need 
of such services. We support, therefore, the renewal and expansion of programs 
under the Family Planning Services and Population Research Act. We recommend the 
establishment of the population research programs of this Act in a separate 
Institute for Population Sciences within the National Institute of Health, to 
utilize the scientific and technological expertise of thís nation in developing 
urgently needed methods of contraception for the benefit of all our citizens and 


ultimately for all mankind. 
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RESOLUTIONS ADOPTED BY THE 


INTERCOLLEGIATE ASSOCIATION OF WOMEN STUDENTS ON MARCH 31, 1973 


IAWS strongly urges the United States Congress to continue and 
expand the Family Planning Services snd Population Research Act of 1970 
(P.L. 91-572, Title X of the Public Health Service Act), which expires 
June 30, 1973. 


IAWS supports a national health service program that would include 
coverage of all women's health services, including voluntary family 
planning services, abortion, infertility, maternity care, and other 
fertility-related services, without co-insurance or deductibles and without 
regard to age, marital or economic status. 


IAWS urges the United States Congress to adopt legislation to 
enable public and private nonprofit agencies to establish and operate 
programs to finance the costs of abortion, pregnancy counseling, adop- 
tion services, and other referral services regarding options related to 
pregnancy. IAWS rejects any effort to coerce women to have or not to 
have children. We specifically support the current provisions of the 
following pieces of legislation: 

H.R.10240 - Act concerning abortion in military facilities 

B.R.14715 - Abortion rights act 


IAWS supports the recent Supreme Court ruling on abortion and 
urges that State Legislation immediately recodify or eliminate state lewn 
to comply with this ruling. We encourage the establishment of certified 
abortion clinics and sliding fee scales. 
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RESOLUTION ON POPULATION RESEARCH, PASSED BY THE 


INAUGURAL CONFERENCE OF THE OAK RIDGE POPULATION RESEARCH INSTITUTE, MARCH 4-6, 1973 


Support for Population Research 


WHEREAS the Commission on Population Growth and the American Future, after a 
careful and thorough two-year investigation of population growth and distribution in 
the United States, which included the varied problems associated with human repro- 
duction, and the social, behavioral, and economic aspects of human population dynanics, 
recommended substantial increases in the support of scientific research in these 
areas, and 


WHEREAS the Commission on Population Growth and the American Future also 
recommended the establishment, within the National Institutes of Health, of a 
National Institute of Population Sciences to provide an adequate institutional frame- 
work for implementing a greatly expanded program of population research, and 


WHEREAS major support for existing research in the population sciences is 
authorized in the Family Planning Services and Population Research Act of 1970 
(P.L. 91-572), which expires on 30 June 1973, and which should be reneved and expanded. 


NOW BE IT THEREFORE RESOLVED that the Inagural Conference of the Oak Ridge 
Population Research Inatitute supports and endorses the recommendations of the President's 
Commission on Population Growth and the American Future, that the federal government 
and private philanthropy increase funding for population sciences research, and that 
consideration be given to providing a more adequate institutional framework for imple- 
menting a greatly expanded biomedical and social science research program on human 
population problems, possibly by establishing, within the National Institutes of Health, 

& National Institute of Population Sciences. 
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STATEMENT OF THE FAMILY PLANNING IN ARR n WORKSHOP HELD IN WASHINGTON, D.C. 
pm "e MARCI! 9, 19 


Wc deplore the deep cuts by the Administration on the socjal programs that 
mont acutely aficet lov-incoi^ and minority individuals and families and belicve 
that the policies of this Adwinist ration are a forthright attack on Jo- income and 
winority individuals and vill lead to the abandonment of programs that lead to sone 
hope for the betterment of Life for those most in need. As a group of individuals 
gathered specifically to discuss the delivery of comprehensive family plonning ser- 
vices to low-income and rdnority individuals, we arc particularly avare of the basic 
inequalities which presently exist for the poor of this country, whose environment 
ard health care are already at an unacceptable level. 


As minority providers of family planning services in our own comuunities, we 
are deeply avare of the effects of unwanted pregnancy and childbearing on the eco- 
nomic and social lives of the members of our comaunitics. Unwanted pregnency and 
childbearing contribute to the high infant and maternal death and morbidity rates 
in the United States, and these mortality and morbidity rates are highest among low 
income and minorities. Unwanted pregnancy and childbearing can cause economic 
crises for individuals and for families and can Lead to the deterioration and des- 
truction of familics and to dcpendency of individuals. The human distress and 
suffering resulting from unwanted pregnancy and childbearing can be averted by the 
prevision of adequate, comprchcnsive family planning services. 


We believe that all persons must be guaranteed Freedom of choice with regard 
to determination of fanily size and spacing of children £o that the well-being of 
all parents and children may be secured and improved. We believe it is the duty 
of the government to guarantce such freedom of choice through the provision of com 
prehensive fuaily plarning services to all people wno desire them. Such coapreheusive 
family planning services are now provided through programs under the Family Planning 
Services and Population Research Act which expires June 30, 1973, which at that tiue 
will have reached only about half of the 6.6 million wowen and the many ren in the 
United States who want and need such preventive health services. Low- Income and 
minority individuals have the least access to medical services in general and to 
voluntary conpreleative family planning services in particular. If this law is 
al loved to expire, the responsibility for the provision of family planning services 
vould rest with local and state governments. We, aud the membcrs of our communities, 
have no reason to assume that local and state governments will be either willing or 
able to commit the resources necessary to provide these services nor do we have 
reason to believe that local and state governncnts vill preserve present national 
standards fer quality of care. We furthermore believe that the development, financing, 
and monitoring of those programs must come from the federal government in order to 
insure that local programs are accountable at the national level and that such 
progrems will continue to be both comprchensive and voluntary. 


We therefore call upon the President of the United States, members of the 
Black Caucus, and our elected representatives to take whatever action is necessary 
to insure renewal and expansion of the Family Planning Services and Population 
Research Act of 1970 as a means toward improving the health and well-being of all 
Sndividuals and toward the elimination of poverty and institutional racism from our 
national life. 
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NATIONAL WOMEN'S POLITICAL CAUCUS 
FIRST ANNUAL CONVENTION 
HOUSTON, TEXAS 


February 9-11, 1973 


EXTRACTED FROM THE RESOLUTION ON LEGISLATION AND THE 93rd CONGRESS 


Whercas it is the purpose of the National Women's Political Caucus to protect 
the interests of women of all backgrounds, economic levels and political 
affiliations and to take action to eliminate sexism, racism, institutional 
violence and poverty; 


Therefore be it resolved that we support an agenda for the 93rd Congress 
that would: 

Include, in any health security program, coverage of all women's hcalth 
services (including prenatal, delivery, and postpartum maternity care; volun- 
tary contraceptives, sterilization, abortion, infertility and other fertility- 
related services), co-insurance or deductibles and without regard to age, 
marital or economic status. The Nacional Women's Polítical Caucus rejects auy 
effort to coerce women to have or not have children, 


Until the above program becomes reality, continue and expand the Family 
Planning Services and Population Research Act (Title X of the Public Health 
Service Act) to provide family planning services and to expand development of 
new and surveillance of existing contraceptives. 


Extend for five years the special project grants for maternal and child 
health under Title V of the Social Security Act. 


Adopt legislation to give public and nonprofit private agencies funds 
to establish aud operate programs to finance the cosis of abortion, pregnancy 
counselling, adoption services and other referral services regarding options 
related to pregnancy. 
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1. Continuation of Federal Support for Family Planning Services 


and Population Research 


In 1970, the American Public Health Association placed itself on 


` record às supporting the establishnent and expansion of family planning 


— 


project grant programs supported by the Federal Covermaent for the purpose 
of making available subsidized family planning services to all those dE 
ing them. Tho last report of the Department of Health, Educatíon and' 
Welfare estimated that only approximately one half of the 6.6 million 
women in need of subsidized family planning services in the United States 
would be receiving them through special projects for family planning 
services by the end of calendar year 1973. 

ö since che job of EE services is only half done while the 
Family Planning Service and Population Research Act expires as of June 30 
1973, the eles Public Health Association strongly supports the renewal 
of the Family Planning Services and Population Research Act of 1970 and 


the expansíoa of the programs authorized under this lagislation. 


Approved by the Council on Population 
for forwarding to the 
APHA Governing Board 


June 23, 1972 
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2. Population Sciences Institute 


Tho APHA believes that a greatly expanded federal program in population 


research is needed to insure the health and well being of every American ` 

family and to enable us to plan rationally for Acecrica'’s future. We believe 

that the existing institutional framework of federal programs of rescarch 

in the population sciences is not sufficient to deal adequately with all 

problems related to human fertility. e , 
Two years ago thís Assocíation went on record ín support of S.2108, the 

Family Planning Services and Research Act which authorized a vastly increased 


research effort, At the same time, we urged that the Center for Population 


Research of the National Institute of Child Health and Human Development be | 
- strengthened to carry out its enlarged responsibilities. We recomended 
that it be placed under the direct supervision of the Director for the 
National Institutes of Health. This recommendation has not been carried out 
and only a small portion of the funds authorized under the Act have been . 
obligated for population research. ` ` g i 
We believe that this vitally important program must be provided an 
institutional framework ‘in which it can &row and comnand adequate resources. 
The APHA therefore endorses the rocommendation of the Commission on Popula- 
tion Growth and the Anerícan Future that thero be established an Institute 
for Population Sciences in the National Inscítutes of Health, and urge 
Congress to act to implement this recommendation as soon as feasible. We 


concur with the Comnission that "creation of a special Institute should pro- 
vide a stronger base from which this increased effort can be directed. It 


would facilitate acquisition of qualified personnel, laboratory and clinical 
space, and other resources necessary for a diversificd research program. 

It would increase the feasibility of the population research program, signal 
to the world that it ranks high anong ovr rescarch prioritics, and should 
help ín commanding the level of funding that wo believe is necessary but 


which has not been forthconing.'' 
S l Approved by the Council on Population 
for forwarding to the 
APHA Governing Board 
June 23, 1972 
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l FOR YOUR INFOS ATION 


ray t P IERI 


Rosolution on 


Support for Population Rescarch 


WHEREAS the President's Commission on Population Growth and tho 
American Future, after a careful and thorough two-year investigation 
of population growth and distribution in the United States, which 
included the varied problems associcted with hutan reproduction, and 
the social, behavioral, and economic aspects of human population dynamics, 
recomnended substantial increases in the support of scientific research 
in these areas, and 


WHEREAS the President's Commission on Population Growth and the 
American Future slso recommended the establishment, within the National 
Institutes of liealth, of a National Institute of Population Sciences 
to provide an adequate institutional framework for implementing a 
greatly expanded program of population research, and 


WHEREAS major support for existing resoarch ín the population sci- 
ences is authorized in the Family Planning Serviccs and Population 
Research Act of 1970 (T.L. 91-572). which expires on June 30, 1973, 


NOW BE IT THEREFORE RESOLVED that the American Association for the 
Advancement of Science supports and ondorses tie recommendations of the 
President's Conmission on Population Growth and the American Future 
that the federal goverument and private philanthropy increase funding 
for population sciences research and that e more adequate institutional 
framework bo provided for implementing a greatly expanded biomedical 
and social science research program on human population problems. 


Adopted by the Board of Directors, 
* American Association for the Advance- 
. ment of Science, March 18, 1973. 
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Whereas, the Plorida Council for Pamily Planning believes that every 
-individual should be guaranteed the right to plan their 
own family size, and TN 
Whereas, we believe that all Geol vegardiees of income should 
l have the means by which they may exercise this right, and ” 
Whereas, we berieve, therefore, it is the duty of the government 
to secure this right for all people who want family 
planning services but cannot afford them through subsi- 
dized programs for the provision of family planning 
services, and | 
Whereas, we estimate that there are still more than 110,000 women 
in the State of Florida alone in need of subsidized family 
planning services, and ` l 
Whereas, we believe that without programs to provide family planning 
Services to those who could not otherwise afford them, 
this State will continue to experience increased numbers 
of births out-of-wedlock and increases in the welfare rolls, 
unacceptable levels of infant morbidity and mortality 
among the poor and minority groups, and all the other 


health; social and economic ills associated with unwanted 
| fertility. . | 
BE IT THEREFORE RESOLVED that the Florida Council for 
Family Planning supports the renewal and expansion of 
programs under the Family Planning Services and Population 


Research Act which expires June 30, 1973, and 


BE IT FURTHER RESOLVED that, the Council calls on all members 
of the Plorida delegation to the United States Congress to do 
their utmost to see that this legislation receives immediate 


«9» ^ 


and favorable consideration at the beginning of the 93rd Congres, 
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GUIDELINES 


FOR INTERCONCEPTIONAL CARE CLINICS 


Family Plan sing Division 
March 1, 1° /3 
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FOREWORD 


The Guidelines for the Interconceptional Care Program were developed to be 
of assistance to Family Planning Clinics operating under the administration 
of the Division of Family Planning of the American College of Obstetricians 
and Gynecologists. The ICC Project was funded by a grant from the Office 
of Economic Opportunity. 


These Guidelines were reviewed by the Project Directors of the clinics, and 
approved by the Advisory Committee to the Division of Family Planning of 
the American College of Obstetricians and Gynecologists. 


Family Planning Division gets po died 
The American College of Obstetricians and Gynecologists iis 

One East Wacker Drive Albert W. isenman, 
Chicago, Illinois 60601 Administrator 


: 
li. 
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Introduction 


Family Planning should be available to those 
needing and requesting it. This is consistent 
with the objective of providing all women with 
quality medical care and with the ability to 
control their reproductive destiny. 


Participation in family planning must be entire- 
ly voluntary. Informed consent should be ob- 
tained prior to examination and treatment. 
Sterilization is a component of family planning 
services. Patients should be provided the nec- 
essary information to arrive at an informed 
decision and referral to appropriate sources for 
this service. 


Availability of Family Planning Services 


Family planning services should be provided 
wherever other medical services are available. 
These services should include care of hospital 
inpatients and outpatients but should not be 
restricted to these patients exclusively. Patients 
can be effectively contacted and enrolled in 
family planning in the hospital and outpatient 
clinics of a hospital setting. The importance of 
family planning in overall comprehensive 
health care of the woman should be stressed. 
Patients can be oriented to family planning 
either on a one-to-one basis or in a group ses- 
sion utilizing audio or audio-visual adjuncts, 
printed matenals, and displays of available 
contraceptive materials. The methods of per- 
manent surgical stenlization, and their impli- 
cations, may also be presented to the patient 
where this service is provided. The health as- 
pects involved in the health care delivery sys- 
tem and benefits to the woman of child spac- 
ing should be emphasized. 


Family Planning Clinic Facilities 


The family planning clinic should be designed 
to provide comfort and privacy for the pa- 
tients, and to facilitate the work of the staff. 
Deluxe facilities do not necessarily assure the 
best of patient care, but an uncomfortable, 
poorly equipped clinic predisposes to hasty 
processing and inferior service. The location of 
the clinic, number of examining rooms and 
physical arrangements should be determined 
by local conditions. For a small service, one 

or two examining rooms may suffice, whereas 
larger programs will require expanded facilities. 
The minimum requirements, regardless of size, 
are: 


IV. 


A. Acomfortable waiting room with an area 
for patient reception, registration, and rec- 
ord processing with nearby storage facil- 
ities. 

B. A sufficient number of single, completely 
enclosed examining rooms, each of which 
should be provided with an examining 
table, a chair or stool for the examiner, a 
good source of light and a writing surface. 
If the examiner is of the opposite sex, it 
is recommended that a third party be pres- 
ent during the examination of the patient. 


C. Adressing area where privacy for the pa- 
tient is assured, either in or adjacent to 
the examining room. Patients should not 
be seated in a public area in a dressing 
gown awaiting examination. 


D. Interviewing offices where histones may 
be taken, and offices in which physicians, 
Ob-Gyn family planning associates and 
assistants, social service workers, health 
care workers, dietitians and others may 
interview patients pnvately. 


E. Adequate toilet facilities near the exam- 
ining room. 


* 


A beam scale and sphygmomanometers. 


G. A conference room for patient and staff 
education. 


H. Means for procurement of smears for ei- 
ther bacteriologic or cytologic study: 


I. A laboratory in which urine can be ex- 
amined. 1f hemoglobin determinations or 
other blood studies are performed in the 
clinic, the necessary equipment should be 
available. A microscope should be avail. 
able with appropnate hght. Slides for ex- 
amination of a vaginal discharge with sa- 
line for tnchomonas and 10% potassium 
hydroxide solution for examination of 
vaginal discharge for candida should be 
available. 


Laboratory Test Collection 


If the patient is to have blood work performed, 
this may be drawn in the clinic by a physician, 
laboratory technician, nurse, or a technician 
trained in the technique of venipuncture. The 
use of disposable needles and syringes is rec- 
ommended. Containers for obtaining unne 
specimens should be conveniently located, 


* 


and identified with patient's name and num- 
ber. At the close of each clinic session, the 
collected laboratory tests should be delivered 
promptly to the laboratory unless tested at 
the clinic site. It is most important that GC 


cultures be plated on Mp Py ia 
and placed in immediate & ncubation 
unless holding medium such as Transgrow is 
utilized. Under these circumstances, some de- 


lay in transporting the cultures to the labora- 
tory is acceptable. 


Equipment and Supplies 


A. Items essential in an examining room in- 
clude gloves, specula (preferrably dispos- 
able), all material for taking Pap smears, 
including glass slides, fixative and spatu- 
las, sterile applicators, and culture media 
for obtaining GC cultures, plus any other 
necessary material. 


B. An adequate number of sterile packs for 
IUD placement with appropriate instru- 
ments; two or more sterile packs of instru- 
ments to be utilized in IUD removal 
should be available. A standard set of in- 
struments for IUD insertion or removal 
should include: 


1. Sponge forceps. 

2.  Atraumatic tenaculum. (Example: 
Snaith's Atraumatic Cervical Tenac- 
ulum, Allis wide jaw - Milex Western 
Company, PO Box 46030, Los An- 
geles, California 90046). 

3. One double-toothed tenaculum or 

two single-toothed tenacula (second 

choice). 

Uterine sound. 

Cervical dilators. 

Stenle IUD. 

A straight clamp for IUD removal. 

A button hook instrument for re 

moval of IUD without strings. 

An intrauterine polyp forcep 

(optional). 

C. Diaphragm fitting kits, with instructions, 
should be available. There should be at 
least one set for every two examining 
rooms. These should include the coil 
spring, flat spring and arc type diaphragm. 


Sone 


Y 


D. Asterile setup for paracervical block 
should be on hand in the clinic. 
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Medication Available in the Clinic 


Medications or treatment should be adminis- 
tered or prescribed under the supervision and 
direction of a physician. On hand should be: 


A. Simple pain medication (non-narcotic 
drugs). 


B. Ampules of aromatic spirits of ammonia. 
C. Ampules of adrenalin. 


D. Vials of 1% novocaine, or similar agents 
(for use in paracervical block). 


E. Vials of antihistamine (e.g. Benadryl). 


F.  Vials of an intravenous barbiturate for 
use in case of convulsive reactions to 
novocaine. 


G.  Laminaria (useful for obtaining cervical 
dilation to facilitate IUD insertion). 


Patient Service 


A. Patient Scheduling. It is preferrable to 
have regularly scheduled clinic appoint- 
ments so that service may be expedited. 


B. Personnel and Staffing. Personnel and 
staffing patterns will vary with the size 
of the operation. 


1. Physician. All clinics should oper- 
ate under the supervision and respon 
sibility of a physician. Physician 
backup, either in the clinic or imme- 
diately available, is essential. The 
physician should be well trained in 
family planning with training in 
Gynecology, either formally or in 
training sessions or postgraduate 
work. 


2. ObGyn Nurse Practitioners. An Ob- 
Gyn Nurse Practitioner, who is a 


nurse family planning practitioner, 
or nurse midwife, may function in a 
family planning clinic with physician 
supervision and responsibility. This 
includes performance of physical 
examinations, pelvic examination, 
prescribing contraceptives (includ- 
ing IUD insertions). She may assess 
problem visits. Responsibilities are 
to be defined by the clinic director 
in conjunction with the physician. 


3. Ob-Gyn Assistants. The medical as- 
sistant in Ob-Gyn may perform 
many of the responsibilities previ- 
ously delegated to the nurse, as well 
as some physician's tasks. She is par- 
ticularly valuable in a large clinic 
operation, where extensive screening 
is included. 


4. Secretaries or Clerks. A part-time or 


full-time secretary or clerk is essential. 


5.  Heaith Care Workers. Clinics should 
be encouraged to utilize a trained 
health care worker for interviews in- 
volving initial visits, annual examina- 
tion visits, and supply visits. The 
health care worker may conduct the 
educational program of orientation 
to the types of family planning avail- 
able, both on the hospital wards and 
at the clinic site. 


6. Social Workers. The services of a so- 
cial worker should be available de- 
pending on the size and needs of 
the clinic. 


7. | Outreach Workers. Clinics should 
utilize the service of a trained out- 
reach worker to contact patients 
who have failed to keep clinic ap- 
pointments. Outreach workers may 
also participate in patient education 
in family planning, and assist in 
clinic operation. 


Initial Visit. Initial visit patients should 
have a physicial examination which con- 
sists of: examination of the head, neck, 
blood pressure, heart, lungs, abdomen, 
extremities, pelvic and rectal examina- 
tion. This may be done by a physician 

or Ob-Gyn nurse practitioner, who may 
be a trained family planning nurse practi- 
tioner, or nurse-midwife. The pelvic ex- 
amination should include speculum ex- 
amination, Pap smear (unless the patient 
has a normal Pap smear report within the 
past year), cervical and rectal culture for 
gonorrhea, microscopic examination of 
a wet mount of abnormal vaginal dis- 
charge, vaginal examination, and recto- 
vaginal examination. The responsible 
physician should define the parameters 
of normalcy. If other than a physician is 
performing the examination, the examin- 
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er should be trained to recognize devia- 
tions from normal. Where abnormalities 
are found, physician consultation and 
appropriate referral and followup are 
essential. 


While the choice of a contraceptive tech- 
nique is the patient's privilege, it is the 
physician who must assume the ultimate 
responsibility as to whether the choice is 
medically sound, and prescribe accord- 
ingly. In the event that the patient's 
choice is contraindicated, it is the re- 
sponsibility of the physician and/or ex- 
aminer to explain this fully to the pa- 
tient. IUD patients should be seen and 
examined initially within 3 months after 
insertion, and then may be followed 
yearly, unless problems arise. Pill pa- 
tients should be seen every three to six 
months for refills and inquiry as to un- 
toward problems. At the time of each 
refill visit, the weight and blood pressure 
should be recorded. 


It is important that the new family plan- 
ning patient, as well as patients who are 
changing methods, have an interview 
prior to leaving the clinic. This may be 
carried out by trained professional staff. 
The purpose of this interview is to make 
certain that the patient understands the 
contraceptive technique, accepts the con- 
traceptive prescribed, realizes what side 
effects to watch for and knows when she 
is to return for checkup or resupply. 


Annual Examination Visit. The same 
procedure should be carned out for the 
annual examination visit as for the initial 
visit. 


Pill Refill Visit. Inquiry should be made 
as to whether the patient has problems 
or complaints. If none exists, the weight 
and blood pressure should be recorded 
and the patient issued her refill. This 
may be carried out by the health worker, 
Ob-Gyn assistant, or nurse. If the patient 
is given a prescription, it should be cur- 
rent and signed by a physician and may 
be refillable for one year. 

When pills are dispensed in the clinic, a 
current prescription or physician's order, 
good for one year, should be a part of 
the patient’s record. 


Problem Visit. The evaluation and treat- 
ment at the time of a problem visit will 
depend upon the complaints and prob- 
lems of the patient. The interviewer 
should be well versed in problem evalua- 
‘ion, enabling her to recognize complica- 
tions and establish prionties. If the ex- 
aminer is a nurse family planning prac- 
titioner or nurse-midwife, physician con- 
sultation should be obtained when a 
complication is suspected or identified. 


Followup and Referral. Patients who do 
not keep their scheduled appointments 
should be followed up in every manner 
possible, including telephone, letter and 
outreach visits. Followup should be ini- 
tiated within one week of the missed 
appointment, and continued when nec- 
essary for a minimum of three months. 


Patients who are found to be pregnant, 
should receive prompt referral for pre- 
natal care or counselling regarding prob- 
lem pregnancy. 


Patients who need special nonmedical 
service should be appropriately referred, 
i.e., to the social service department. 


Patients who have abnormal laboratory 
results should be followed up in all in- 
stances. When referral is indicated, this 
should be carned out. Medical referral is 
indicated where simple treatment of the 
existing condition cannot be accom- 
plished at the clinic site. Medical refer- 
rals are of two types: 


1. The referral by the non-physician 
family planning specialist to the 
clinic physician. 


2. Physician referrals. Referral of the 
patient, unlike consultation, 
achieves the transfer of full respon- 
sibility to a specialist of greater 
knowledge, experience, and skill. 
This is accomplished by written or 
telephone request of the attending 
physician and acceptance by the 
consultant. When the current epi- 
sode is terminated, the patient 
should be retumed to the referring 
clinic, with a wntten report of the 
specialist's care. 
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Laboratory Work 


The minimum laboratory work for an initial 
visit or annual examination visit at the family 
planning clinic should be: 


A. Hemoglobin or Hematocrit. 

B. Serological test for syphilis. 

C. Cervical and rectal culture for gonorrhea. 
D. Pap smear. 

E. Urinalysis. 


Other tests that may be medically indicated 
and are optional are: pregnancy testing, tu- 
berculosis testing, sickle cell testing, and 
hemaglutination test for rubella. Abnormal 
test results require treatment or referral to 
other sources for care. The patient’s record 
should so indicate. 


Evaluation 


It is important that ongoing evaluation of the 
clinic, its personnel, facilities and operation 
be carried out. Each clinic should devise an 
evaluative outline by which a particular clinic 
can assess its service. Periodic outside evalua- 
tion is recommended by a qualified and ex- 
perienced evaluation team. 


Records 


The recorded data, covering the history and 
physical progress of the patient, plays an im- 
portant role in contributing to the best pos- 
sible care of the family planning patient. The 
medical record is not only a document for 
reference in the treatment of the patient, but 
it also reflects the type of care rendered by 
the clinic and serves as a basis for statistical 
reports, studies, research and evaluation. A 
record-keeping system has been evolved by 
the Division of Family Planning of The Amer- 
ican College of Obstetricians and Gynecolo- 
gists and should be utilized. It includes the 
history, physical examination, laboratory 
tests, type of contraception adopted, a prob- 
lem oriented medical record, related both to 
contraception and medical-social problem 
and their management. 


THE SECRETARY OF HEALTH, EDUCATION, ANO WELFARE 
WASHINGTON, D. C. 2020! 


SEP ` 1973 
Honorable Alan Cranston 
Chairman, Special Subcommittee 
on Human Resources 
Committee on Labor and Public Welfare 
United States Senate 
Washington, D.C. 20510 


Dear Alan: 


This is in further response to your letter of June 5 
requesting this Department's comments on an analysis 
prepared by the American Law Division of the Library of 
Congress concerning the constitutionality of certain 
proposed amendments to Title X of the Public Health 
Service Act. You also requested that our comments in- 
clude a legal opinion by our General Counsel. 


We have reviewed the analysis prepared by the Library 
of Congress and have no specific comment on or criticism 
of its analysis. With respect to your request for a 
legal opinion by our General Counsel, I have concluded 
after further reflection, that such an opinion dealing 
with constitutional issues should more properly come 
from the Department of Justice. Accordingly, I have 
taken the liberty of sending to that Department a copy 
of your letter for whatever further response they may 
consider appropriate. 


I regret that I cannot appropriately give you a more 
full response to your inquiry. 


Sinc 2 


Ve 
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THE AMERICAN PEDIATRIC SOCIETY, INC. 


SAUL KRUGMAN HORACE L. HODES CMABLES ©. COOK 

PRESIDENT CHAIRMAN of COUNCIL SECRETARY-TRRASURER 

NEW YORK UNIVERSITY MOUNT SIMA! HOSPITAL VALE UNTVEROITY 

COLLEGE of MEDICINE 11 E ion STREET SCHOOL of MEDICINE 

3390 FIRST AVENUE NEW YORK, NEW YORK 10029 333 CEDAR STREET 

NEW YORK, NEW YORK 10016 NEW HAVEN, CONNECTICUT 00510 
May 25, 1973 


Senator Alan Cranston 
452 Old Senate Office Building 
Washington, D. C. 20510 


Dear Senator Cranston: 


At the recent Annual Meeting of the American Pediatric Society in San 
Francisco on May 18th, two important matters relating to federal legis- 
lation were discussed. 


It was pointed out that experience with liberalized abortion in some areas 
has revealed that more than one-third of pregnancies are unwanted and in 
some economically deprived population groups abortions outnumber deliveries 
by two to one. The moral issues regarding abortion have been much debated, 
but even to íts advocates abortion ís a poor substítute for other contra- 
ceptive means, both those presently existing and, hopefully, those more 
acceptable and effective means which can be developed through research. 


Family planning services for the less affluent groups in our country in 

the past have been inadequate; recently in some areas notable progress has 
been made, much of it by federally funded projects under the Family Planníng 
Services and Population Research Act (Title X of the Public Health Services 
Act). Extensive use of legalized abortion indicates the need to maintain 
and expand these services until they are accessible to all who want them. 


Therefore, the following resolution was unanimously adopted by the 


members of the Society: We urge support of Senator Cranston's 
proposed legislation which will continue federal support for 
family planning Services and research. 


The second important matter pertaining to federal legislation was concerned 
with the threatened cuts in support of maternal and infant care programs 

and children and youth projects. In recent years, modest but significant 
progress has been made in making better health care available to economícally 
deprived women during pregnancy and to their children. Federal assistance 
under Title V of the Social Security Act has been instrumental in funding 
both maternity and infant care programs and children and youth projects. 

Both are now threatened by withdrawal of federal support. In activities 
where the need is so great and benefits so obvious, díscontinuance of these 
services would be self-destructive. Our federal and local governments have 
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never been generous in meeting the needs of mothers and children; particularly 
with this record, the threatened and imminent retrogression is unacceptable. 


Therefore the following resolution was unanimously adopted by the 
members of the Society: We urge continuance of federal support of 


maternal and infant care programs and children and youth projects 
as provided by legislation to extend Title V as sponsored by 
Representative Edward Koch. 


We very much appreciate your efforts on behalf of mothers and infants and 
children and would be delighted to do anything we can to help with the 
Successful passage of these pieces of legislation. 


Sincerely yours, 


haz a Lack. Ar 
Charles D. Cook, M. D. 
Secretary-Treasurer 


for the membership of the 
American Pediatric Society 


CDC/csh 
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UNITED STATES CATHOLIC CONFERENCE 


1312 MASSACHUSETTS AVENUE, N.W. WASHINGTON, D.C. 20005 © 202/659-6673 


É 3) Famy LIFE BUREAU 


July 9, 1973 


The Honorable 

Alan Cranston 

United States Senate 
2102 NSOB 

Washington, D.C. 20510 


Dear Senator Cranston: 


The recent reports of the sterilization of women under 
the auspices of a federally funded family planning project in 
Alabama pinpoint the potentiality for coercion that always 
exists when the poor, the illiterate or other minorities are the 
target groups to whom family planning services are primarily 

. directed. 


As you will recall, in presenting testimony before the 
Subcommittee on Human Resources during the recent hearings 
on the Family Planning Research and Services Act of 1973, I 
emphasized that sterilization should be excluded as a method 
of family planning because of the finality of the procedure, and 
because of the unlikelihood that a person will realize the full 
and long-range effects of such an operation. I believe that the 
Alabama case provides ample proof of my contention. 


The latest reports indicate that HEW has halted funds 
for sterilization pending the formulation of guidelines. Asa 
matter of fact, guidelines or regulations have always existed 
since the early days of OEO family planning activity. Quite 
obviously, they failed to protect women and they also failed 
to control the family planning personnel. Secretary Weinberger's 
distinctions between voluntary and involuntary sterilization 
fail to meet the issue. 
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I do not believe it is appropriate for the United States 
government or any of its agencies to utilize sterilization as a 
method of birth control, and therefore, government funds 
should not be allocated for projects that include sterilization. 


Sincerely, 


F A 


(Rev. Msgr.) James T. McHugh 
Director 


JTM:gw 
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; naomi gray associates 


4444 geary blvd. - san francisco 94118 - (415) 387-5440 
July 20, 1973 


Senator Alan Cranston 
452 - Senate Office Building 
Washington, D.C. 20515 


Dear Senator Cranston: 


I am sure you were as shocked as many Americans when the story 

broke in the newspaper about the sterilization of two Black 

children in Alabama. This smacks at the kind of "genocide" which 

so many Blacks have feared when the federal government moved into 
the birth control field. As a Black, I have been an advocate of 

the rights of minorities to birth control information and servíces 
and have spent more than twenty years working in thís field -- 
longer than any Black and most whites who are associated with 

family planning and population control programs today. (I attempted 
to state my pcsítion clearly before the President's Commission on 
Population Growth and the American Future and to warn against the 
abuse of sterilization programs and the fears of Blacks in thís 
regard). Those of us who were concerned about the rights of minori- 
ties to have access to voluntary family planning services were equally 
concerned that their rights also be protected. 


It would now appear that the federal agencies responsible for adminis- 
tering family planning programs have been negligent in not providing 
for proper safeguards in monitoring these programs, thus creating an 
opportunity for the misuse of funds and personnel for encouraging 
people to accept sterilization as a birth control method. ` 

Equally disturbing are the reports that an experimental birth control 
drug had been used on these girls prior to the agency taking the final 
drastic step of sterilization and I daresay that thís was done also 
without the understanding, knowledge, and/or consent of the parents. 
In these círcumstances it is the poor, Black and other minorities who 
are the most vulnerable. If the federal government has done such a 
poor job of monitoring its own "voluntary" family planning programs 
and thereby failing to protect the ríght of poor, uneducated Black and 
other women and girls, I shudder to think what will] happen when such 
programs become the responsibility of state and local governments, 
especíally as these programs touch the lives of velfare recipients. 


It seems to me that the federal government must get at the bottom of 
this case and that the Congress of the United States has a responsí- 
bility since it has taken leadership for and passed legislation in this 
field. The majority of Blacks whom I know have been fearful that the 
federal government's entrance into the birth control business might well 
result in the current Alabama cause celebre, (It brings back memories 
of the horrors of the Tuskegee "study" and Hitler's method of getting 
rid of so-called undesírables.) 


minority-oriented human services consultants - social and hea'!th 
planners . specialists in family planning 


Senatar Alan Cranston -2- July 20, 1973 


I bring this to your attention knowing of your interest and support 
of legislation in the population/family planning field and in the 
hopes that a full investigation of the causes and circumstances will 
be undertaken and that monitoring of research and other medical prac- 
tices will be assured to avoid repetition of such cases in the future. 
The adverse publicity has renewed the charges of "genocide" among 
many Blacks which some of us had worked so hard to counteract. I 
would strongly urge and support the barring of funds for sterilization 
operations in federal programs directed to the poor unless stringent 
safeguards can be built in to protect the civil rights of those most 
vulnerable to these actíons. 


Many minorities are concerned now that Ms. Marjorie A, Costa, the first 
woman and Black to head a national federal health program is no longer 
visible in a position of authority and policy-making in the federal 
government's family planning programs. She had, in a very short time 

as Director of the National Center for Family Planning Services, gained 
the support, trust and confidence of minorities and tae poor. I would 
urge her retention, under the HEW reorganization, in a responsible 

(and not token) position in the national family planning operations so 
that those of us concerned with the rights of minority and poor families 
and indíviduals to receive these services on a voluntary, informed con- 


sent basis are not violated again. 
282 yours, 
tauu Yay 


Mrs. Naomi T. Gray 
NTG/cvj 
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